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HEALTH RESOURCESAND SERVICES ADMINISTRATION

FINAL FY 2001 GPRA ANNUAL PERFORMANCE PLAN,
REVISED FINAL FY 2000 GPRA ANNUAL PERFORMANCE PLAN
AND
FY 1999 GPRA ANNUAL PERFORMANCE REPORT

INTRODUCTION

The Hedth Resources and Services Adminigration (HRSA) is the leed Federa agency in promoting
access to hedlth care services that create and improve the Nation's hedth. With a statutory emphasis
on specia needs, underserved, and vulnerable populations, HRSA mobilizes its bureaus, programs,
gtaff and partners to assure access to quaity health care.

HRSA is an agency with multiple programs but with a single strategic god: Assure 100% accessto
health careand 0% disparitiesfor all Americans. We do not rely solely on the HRSA budget or
even other Federd funding in our quest to meet our god. Instead, we work to establish dliances and
partnerships with a broad array of organizations ranging from state and local governmentsto
foundations and corporations.

In order to support our god, HRSA has established four strategies: 1) Eliminate Barriersto Care; 2)
Eliminate Hedlth Digparities; 3) Assure Qudity of Care; and 4) Improve Public Hedlth and Hedlth Care
Systems. Within each of these strategies there are three substrategies to fully implement them. (See
Modd | under the Part 1, Section 1.1). We have digned our drategic plan, our Government
Performance and Results Act (GPRA) measures, and our budget under these activities. Although our
budget and GPRA measures are explicitly tracked to specific appropriate funding lines, our approach
to accomplishing our overdl drategic god can be viewed in the context of these cross-cutting
drategies.

The GPRA requires Federd agencies to prepare 5-year Strategic Plans setting out long-term gods and
objectives, Annuad Performance Plans committing to short-term performance gods, and Annua
Performance Reports explaining and documenting how effective the Agency’ s actions have been a
achieving the stated gods. HRSA’ s performance plan has been prepared in the context of both the
Department of Hedlth and Human Services (HHS) Strategic Plan and HRSA's own draft strategic plan.
A variety of HRSA programs provide direct funding to assure support for and implementation of the
budget themes endorsed by the Secretary for the FY 2001 budget process.

Healthy People 2000/2010 gods and objectives dso serve as afoundation for anumber of HRSA's
performance measures. 1t should be noted that athough HRSA has lead responsibility for severd of
the objectives contained in Healthy People 2000/2010, achievement of the goa's represents a nationa
effort in which HRSA partners with other Federd, State, locdl, and community hedlth entities.



Therefore, performance measures within HRSA' s plan have been crafted to reflect the collaborative
nature of HRSA’s program activities.

Concerning the organization of the Fina FY 2001 Performance Plan, Revised Find FY 2000
Performance Plan and FY 1999 Performance Report, the Department, with broad consensus of HHS
components, decided to consolidate both the Annua Performance Plan and the Performance Report
into the annua budget submission of the Department.

To achieve greater Sandardization and consstency in HHS performance plans, GPRA representatives
throughout HHS developed a standard outline that al HHS components are using in presenting annua
performance plans and reports in response to the requirements of the GPRA. The outline effectively
condtitutes an “order of presentation” of information required by GPRA and OMB for performance
plans and reports. The presentation includes three sections: Part | — Agency Context for Performance
Measurement; Part 11 — Program Planning and Assessment; and Appendix to the Performance Plan.

Part Il - Program Planning and Assessment, is structured to reflect the overal HRSA program
dructure. Individua performance plans are included for each sgnificant program activity. Accordingly,
thereis, in most cases, adirect linkage between budget line items and corresponding performance
plans. The plans are grouped by the mgor headings of: Primary Care, HIV/AIDS Programs, Materna
and Child Hedlth, Hedlth Professions, Office of Specid Programs, Rurd Hedlth, Telehedth, Family
Planning, Hedlth Care Access for the Uninsured and Program Managemen.

ThisFind FY 2001 Annua Performance Plan, Revised Find FY 2000 Plan and FY 1999 Performance
Report for HRSA sets out specific performance goals for the Agency for FY 2001 and reports on
specific performance goasfor FY 1999. It builds on the Revised Find FY 1999 and FY 2000 Annua
Performance Plan submitted to the Congress in February 1999. It dso complements and supports the
budget judtification materid for the Agency’s FY 2001 budget request and is an integral part of the
overall HRSA budget. Performance godsthat do not have FY 99 data yet, they will be indicated in the
plan with the dateyear in which the datawill be available.

The Annua Performance Plan describes HRSA' s performance gods, their linkage to longer-term
strategic goas and to the budget, and it describes the steps planned and under way to accomplish each
god. The plan aso establishes amethod and data source for measuring and reporting on each goal.
HRSA has attempted to respond to comments on previous versons of the performance plans. We
have provided additiona information on coordination with other organizationsto reflect the full extent
of our joint efforts with other federa or nonfedera organizations. We have addressed data issues that
have arisen, and continue to work  to improve data sources for each individuad god, aswel as outline
particular data concerns or limitations. Overdl, we think this Plan and Performance Report provides
information that will be useful in making resource dlocation decisons for FY 2001 and beyond.



PART | - AGENCY CONTEXT FOR PERFORMANCE
MEASUREMENT

1.1 Agency Mission and Long-Term Goals

The long-term grategic goa of HRSA isto: Assure 100% access to hedlth care and 0% disparities for
al Americans. The overdl misson of HRSA to improve the Nation' s hedlth by assuring equitable
access to comprehensive, quaity hedth care. The HRSA mission statement succinctly states how the
organization gpproachesiits responghilities as the nation’s access agency. HRSA accomplishesits
mission by:

C Working with States and communities which form the foundation for developing integrated
sarvice systems and the gppropriate hedth workforce to help assure access to essentid high-

quality hedth care.

C Assuring that these systems take into account cultural and linguigtic factors, geographic location,
and economic circumstances.

C Asssting States and communities to identify and address unmet service needs and workforce

gaps in the hedth care system.

C Promoting continuous qudity improvement in hedth services ddivery and hedth professons
educstion.

C Supporting innovative partnerships to promote effective, integrated systems of care for dl
population groups.

C Promoting the recruitment, training, and retention of a culturaly and linguistically competent and
diverse health care workforce.

Accomplishing the HRSA mission requires setting forth concrete and chalenging gods and dtrategies
concerning the reduction and remova of barriers to care and the improvement of the hedlth of the

underserved, the vulnerable, and those with specid needs. HRSA has completed a strategic planning
process which focuses on one overarching goa and four strategies, even beyond the normal five year

planning cycle.

The HRSA Strategic Plan identifies four long-range strategies that support HRSA’s misson to improve
the Nation’s hedlth by assuring equitable access to comprehensive, qudity hedth care. Each drategy is
supported by srategic objectives that focus on the activities that HRSA will utilize to achieve the
drategic god. These long-range, strategies serve as the performance management framework of the

Agency.



HRSA GOAL AND STRATEGIES
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Strategy 1: Eliminate Barriersto Care

I Increase utilization for underserved
[ Increase Access Points
[ Focus on target population

Strategy 2: Eliminate Health Disparities

F Reduce incidence/prevalence of disease and morbidity/mortality
[ Increase utilization for underserved populations
[ Focus on target populations

Strategy 3: Assure Quality of Care

[ Promote appropriateness of care
[ Assure effectiveness of care
[ Improve customer/patient satisfaction

Strategy 4: Improve Public Health and Health Care Systems




F Improve Information development and dissemination
[ Promote education and training of the Public Health and Health Care Workforce
[ Promote systems and infrastructure development

To best accommodate the linkage of performance goads and measures for program activitiesto the budget
requests for these programs, HRSA incorporated its annua performance goas and measures into the
budget submissons for the HRSA Bureaug/Offices that administer the programs. The HRSA
Bureaug/Offices FY 2001 Performance Plans and Budgets, both of which are important to understand
performance planning in HRSA, contain detailed performance information for HRSA’ s program activities
as required under GPRA. They contain performance goas and measures, the means and Strategies that
will be used to achieve the god's, data verificationand vaidation, linkage to the bureau/office sbudget, and
discussions of cross-cutting programs.

HRSA's drategic god and strategies are designed to be end points, and will require intermediate steps
aong the way, but they do convey the direction in which the agency is headed. The four srategies are as
follows

STRATEGIC GOAL: 100% Accessand 0% Disparities

Strategy #1: Eliminate Barriers to Care - To assure access to comprehengve, timdy, culturdly
competent and appropriate hedth care services for all underserved, vulnerable and speciad needs
populations. Substrategiesinclude: a) Increase Utilization for Underserved Populations, b) Increase Access
Points, and ¢) Focus on Target Population.

Strategy #2: Eliminate Health Dispar ities- To diminate digparitiesinhedthstatus and healthoutcomes
for underserved, vulnerable and special needs populations.  Substrategies include: @ Reduce
Incidence/Prevdence of Disease and Morbidity/Mortdity, b) Increase Utilization for Underserved
Populations, and ¢) Focus on Target Population.

Strategy #3: Assure Quality of Care - HRSA will assure qudity careis provided to the underserved
by fogtering a diverse, qudity work force and the utilization of emerging technologies. Substrategies
incdlude a) Promote Appropriateness of Care, b) Assure Effectiveness of Care, and ¢) Improve
Customer/Petient Satisfaction.

Strategy #4: Improve Public Health and Health Care Systems - To improve the ability or capacity
to provide hedth-related services by enhancing the infrastructure of public hedthand hedlth care systems.
Substrategiesinclude: a) Improve Information Development and Dissemination, b) Promote Educationand
Traning of the Public Hedth and Hedlth Care Workforce, and ¢) Promote Systems and Infrastructure
Development.



The Department of Healthand Human Services has devel oped afind Strategic Plan, whichwas forwarded
to the Congressin September, 1997. Theoverdl HRSA directionsand program effortsare consstent with
and supportive of the Department goals, which include:

Goa 1: Reduce the mgor threats to the hedth and productivity of al Americans.

Goal 2: Improve the economic and socid well-being of individuds, families, and communitiesinthe United
States.

Goa 3: Improve access to hedth services and ensure the integrity of the nation’s hedlth entitlement and
safety net programs.

Goal 4: Improve the qudity of hedth care and human services.
Goal 5: Improve public hedth sysems.
Goa 6: Strengthen the nation’ s health sciences research enterprise and enhance its productivity.

Ingppendix A.3, aTable isincluded which providesillugrative examples of how HRSA performancegods
support the Department Strategic Planning godls.

1.2 Organization, Programs, Oper ations, Strategies and Resour ces

Overview of the Agency

The Hedlth Resources and Services Adminigtration, an agency of the U.S. Department of Hedlth and
Human Services, isthe principa Federal agency charged to increase accessto basic hedthcare for those
who are medicaly underserved. InFiscd Y ear 2000, HRSA put $4.7 hillionto work inprograms that add
up to access to care for millions of Americans. To fufill HRSA's important mission, it's programmatic
portfolio includes arange of programs or initiatives designed to increase access to care, improve qudity,
and safeguard the hedlth and well-being of the Nation's most vulnerable.

HRSA programs are designed to address problems and issues such as the following:

C Over 44 million Americans (16.3 percent of the population) did not have private or public hedth
insurance during any part of 1998 (Census Bureau, October, 1999).

C Nearly 10 million children in the U.S. lack access to hedlth care because of alack of insurance. The
new State Children’s Hedlth Insurance Program is designed to reduce that number substantialy over
the next few years.



C

Nearly 3000 communitiesacrossthe U.S. do not have an adequate supply of hedlth care providersto
meet the basic hedth needs of the community. Half of these communities are located in rurd aress.
Mogt of the rest are poor urban neighborhoods.

Even though infant deaths are on the decline, African American infants dill are 2.4 times more likely
than white infants to die before their firgt birthday .

As of June 30, 1997, more than 612,000 Americans have been reported to have HIV, the virus that
causss AIDS.

Asof Fdl, 1999, 66,983 Americans are waiting for an organ transplant.

The gpproach that HRSA followsis focused on:

Primary Health Carefor the Poor, Uninsured and | solated:

C

HRSA supportsanetwork of primary care health centersthat ddiver primary care--preventing disease
and treating illness—-in underserved areas. Each year, more than 11 million Americans receive care
through HRSA hedthcenters. Morethan haf of those receiving care are members of working families
withno hedth insurance. They pay for services on adiding scae based onther ability to pay. About
40 percent are Medicare or Medicaid beneficiaries.

Health Carefor Americanswith Special Health Care Needs:

C

A mgor HRSA focusisonthe hedthof mothers, childrenand youth, particularly minority, low-income
and uninsured individuas and families who face barriers to needed hedlth services, such as prenata
care and immunization. Through the Materna and Child Hedlth Block Grant, each State assessesthe
hedlth care needs of its pregnant women, children and adolescents, then develops and implements a
plan to meet them.

RyanWhite CARE Act programs are designed to help people with HIV/AIDS live better and longer.
Funding provides health and support services for under- or uninsured people with HIV/AIDS. The
AIDS Drug Assstance Programs are designed to make available the latest therapeutic approaches to
care for those who would not otherwise have access to such care.

Training Health Professionalsto Serve the Under served:

C

HRSA supports a variety of community-based training programs to train the next generation of
physicians, nurses and other health professonas to work effectively in managed care, to become
productive members of hedlth care teams, and to increase the provision of services in underserved
aress.
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The primary operating unitsinHRSA eachcontributetothis overal missonand mgjor gods and objectives:.

The Bureau of Health Professions
Misson: To provide nationd leadership to assure a hedth professions workforce that meets the hedlth
care needs of the public.

TheBureau of Primary Health Care
Misson: To increase access to comprehensive primary and preventive hedlth care and to improve the
hedlth satus of underserved and vulnerable populations.

The HIV/AIDS Bureau
Mission: To provide leadership in the delivery of high quaity HIV primary care and supporting services
for uninsured and underinsured individuas and families affected by HIV/AIDS.

TheMaternal and Child Health Bureau
Misson: Towork onbehdf of America smothers, children, and familiesin waysthat will assure continued
improvement in their hedth, safety, and wel-being.

The Office of Rural Health Policy
Misson: To be the leading Federa proponent for better rura hedth care services.

The Office of Special Programs
Mission: To ensure access and capacity to scarce resources, such as through organ transplant programs.

The Officefor the Advancement of Telehealth

Misson: To coordinate HRSA's telehedth activities, such as the use of dectronic telecommunications
technol ogiesto support long-distance dinica hedthcare, patient and professiona health-rel ated education
and hedth adminigration.

Operations, Strategies and Resour ces
I nternal Resour ces:
HRSA will draw upon its current range of resources in order to carry out its mission, but in addition will

reinvest in levels of public hedth training that will produce the required competencies in areas such as
surveillance, performance measurement, and systems anadlyss. Asthe agency in DHHS that islooked to
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forinformationabout the size, scope of, and barriers confronted by the underserved, vulnerable, and specid
needs popul ations, those competencies will become increasingly necessary.

Collaboration with the several DHHS and other Federal agencies will continue to be a way of doing
business. Sharing resourcesin the areas of data and information is becoming more common but will need
to be more operationaized in the future. Cooperative agreementsand work teams on cross-cutting issues
will be expected and monitored.

Exter nal Resour ces and Partner ships:

A magor source of the Agency’s strength isin the linkagesand partnerships that have been formed with a
variety of grantees and externd partners. Initia work has been done toward establishing new working
rel ationships and agreementswithoutsi de organizations, witha renewed emphasis on building partnerships
withsuchemerging groups suchasthe “ Coditionfor Hedthy Communities, Hedlthy Cities.” Moretraining
and professiond skills development in the areas of leadership and facilitating change will be needed.

HRSA will need to assurethat programs are designed to meet the needs of the underserved and that these
programsreceive sufficently highpriority as Federal and State budget decisons are made. Thiswill require
new and innovative efforts to expand many current activitiesinorder to improve programsynergy. HRSA
will need to leverage exigting resources, work more creatively with established partners, and plan closdy
with new partners at the community, State and Federal level to assure the highest degree of coverage
possible for the populations-at-need.

To assurethat hedthcenters, State and local health departments, and other HRSA -supported community
providers are adjusting to the changes in the hedth care marketplace, substantia training and technica
assgance need to be made available in many areas, but especidly inthe areas of managed care, contract
negotiations, rate setting, medica management, and utilization review.

Overall Resour ce Enhancement

Additiona resources will be needed to carry out the srategic plan, to focus on the human resources
required, and to provide leadership with the kills to make full use of the currently available technology.
It isessentid to invest sufficient resources to maintain awell-trained group of professionas who canassure
the accomplishment of the agency’ s ambitious agenda.

1.3 Partnerships and Coordination

A magor source of the Agency’ ssirength isin the linkages and partnerships that have been formed with a
variety of Federal and externa partners. Collaborationwiththe several DHHS and other Federal agencies
will continue to be away of doing business. During development of the HRSA performance plan, each
Bureau or Office consulted withcustomer groupsto findize their measures and reach agreements on data
collection and reporting for the measures. HRSA is forming new linkages with our Federa partners such
as.
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HRSA has conducted outreach effortsto ACF, CDC, SAMHSA and HCFA to begin coordination and
development of “common measures’ for programs that serve smilar or shared populations. Thiswork will
be conducted over the next twelve months in an effort to eiminate duplicate reporting requirements on
grantees and streamline data collection.

HRSA, CDC and HCFA issued a“ L etter of Agreement” to StateMedicaid directors, State hedth officias,
and various program directors, encouraging the sharing of data across the various programs within each
agency. We are now working with willing state partners that have come forward to provide technical
assi stanceto operationdize this agreement. Wewill conduct some regiona meetingsduring the next twelve
months to showcase “Modds That Work” for data sharing.

HRSA and HCFA are jointly implementing the Children’s Hedith Initiative, with a particular focus on the
new State Children’s Hedlth Insurance Program. Additiond efforts are aimed at improving deta sharing
and coordination, particularly with the Medicaid program.

HRSA is working with SAMHSA to integrate behaviora hedth/substance abuse screening, early
intervention, referrd and follow-up into primary health care settings funded through HRSA grants. Thisis
in recognition that depression, acohol abuse, and interpersona violence are anong the most prevaent
problems chdlenging the hedth, both physica and menta, of Americanstoday. Asthis initigtive moves
forward, joint performance measures will be developed with SAMHSA.

HRSA has aso explored with USDA, Food and Nutrition Services, opportunities for data sharing and
program coordination within our MCH program and their WIC program. After prdiminary discussons,
we learned that USDA information systems are limited for the most part to digibility/participant reporting
and they can benefit fromdata collected by our M CH program. Further work is forthcoming in this area,
including the opportunity to develop standard data/communication systems architecture to increase data
sharing and maximize use of federd dollars supporting system hardware.

HRSA's and CDC'’s partnership efforts are focused on a variety of disease prevention and hedth
promotion activities, including immunization efforts and improved data collection and andyss.

A mgor source of the Agency’ s strength is the linkage and partnerships that have been formed with a
variety of grantees and external partners, such as.

- Stateand locd governmentsthrough such programs as the Maternal and Child HealthBlock Grant and
Ryan White programs.

- Non-profit hedth organizations such as the Community and Migrant Health Centers.

- Academic inditutions, such asthe variety of partners working on heglth professonsissues.
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- Foundations, suchasthe Robert Wood Johnson Foundation, the Kellogg Foundation, and the Kaiser
Family Foundation.

- Nationa associations, suchasthose representing State and loca public hedthdepartments and groups
of primary care providers.

- Business groups such as the Washington Business Group on Hedlth.

National Academy of Public Adminigtration Performance Consortium and Hedlth Group.

Substantia work has been done toward establishing new working relationships and agreements with such
outsde organizations. HRSA will continue to need to receive State, locad and non-profit input to help
assurethat programs are designed to meet the needs of the underserved. The agency will need to leverage
existing resources, work more creatively with established partners, and plan closdy with new partners a
al levels to assure the highest degree of coverage possible for the populations-at-need.

1.4 Summary FY 1999 Performance Report: Accountability through
Per for mance M easur ement

HRSA has made a strong effort to build a performance management approachinto the way it conductsits
business. The agency structured the development of itsinternd strategic planning processto be consstent
withthe requirements of the Government Performance and Results Act (GPRA). The gods developed in
the process have guided the development of our Annua Performance Plans.

HRSA initiated its GPRA performance measurement effort with an assessment of al programs and ther
readiness for measuring performance, beginning with the GPRA requirementsasthe basis for the review.
The Agency, usng each mgor program budget line:

C Identified both strengths and weaknesses in terms of ability to measure performance.

C Assessedthecurrent avalability of indicators and data that can be used to ensureeffective management
of resources.

C Identified key areas where developmenta activitiesare needed and have channeled agency resources
to these aress.

Technicd assstance has been provided to each of the operating components to enhance their gbility to
define performance goa's and measures.

The agency has made a gnificant contributionto solving the problems identified as areas of respongbility.
Improving accessto carefor theunderserved, expandingaccessto care for womenand children, improving

14



the geographic and specidty digtribution of hedth professonas, and improving the range of care options
for people livingwithHIV, aredl targetsthat HRSA has addressed and continuesto address aswe move
into the next century.

Accessfor the Under served: Accessto hedthcareforlowincome, underserved and minority Americans
continues to be a problem. Currently, some 43 millionunderserved persons resideindesignated rurd and
inner city underserved areas. HRSA’ s Hedlth Centers and the National Hedlth Service Corps (NHSC)
programs serve 11 millionof these people (25 percent) inmore than4,000 communitiesacross the Nation.

Another indicator of both anaccessproblemand aHRSA contributionto heping solve that problemrelates
to the growing uninsured population. 1n 1998, some 44.3 millionpeople lacked healthinsurance, of whom
more than 11 million were low income. The numbers of uninsured nationally have grown at a rate of
100,000 per monthsince1994. The Hedth CenterNHSC programs serve 4.1 million uninsured persons,
of whom more than 2 million are children. Thisisa50 percent increase since 1990.

Although inadequate access to hedlth care is a serious nationd problem, there is no sngle solution. In
additionto cost, there are obstacl es such as geographic barriers, culturd barriers, and structurd difficulties
that need to be addressed. For that reason, HRSA works hand-in-glove with State and local organizations
to create hedth care systems that respond to the specific needs of people in the community they serve.

Underserved and low income individuds rdly on HRSA Heal th Centersfor the full range of preventive and
primary care services, including mental heathand substance abuse treatment, case management, referrds
to and oversght of specidty and inpatient care, and services that help them use hedlth care services most
effectively. Hedth Centers not only improve the hedthof underserved individuas, but aso the well-being
of the communitiesinwhich they live. They simulate educationand the neighborhood economy. They are
asgnificant forceto qudl the public healththreats of the 90's - violence, child abuse and neglect, substance
abuse, and other causes of premature disability and desth.

Womenand Children: The hedthof mothersand childrenisaprimarytarget for HRSA’ s programs. The
Maternd and Child Health Block Grant is the only Federa program that focuses on improving the hedth
of dl mothers, adolescentsand children, whether insured or not, through abroad array of public hedthand
community-based programs that are designed and carried out through well-established Federa-State-
partnerships. State TitleV programs support capacity and infrastructure building, population-based and
enabling services, as wdl as direct hedth care services where no services are avalable. In these latter
roles, Title V programs serve as a safety net for uninsured and underinsured children.

Both the Materna and Child Hedlth Program and the Hedlth Centers, in cooperation with HCFA, are
conducting outreach effortsto enroll children in the State Children’s Health Insurance Program (SCHIP).
The program has successfully covered over two millionchildreninthefirg full yeer of operation. Thereare
problems insome States, however, that as childrenare enrolled in CHIP, the number enrolledinMedicaid
is dedining. In these Stuations, the Title V programs often see an increase in their safety net functions.
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Between 1995 and 1997, the number of childrenserved under TitleV rosefrom11.3 millionto 19.4 million
children, an increase of 8.1 million children.

One measure of long term progress and success in the health care system is the continuing decline in the
infant mortdity rate. From 1990 to 1997, the U.S. infant mortality rate declined by more than 22 percent,
from9.2to 7.1 deathsper 1,000 live births. Programssuch asthe Materna and Child Hedlth Block Grart,
the Hedlth Centers program, and the Healthy Start Initiative have al contributed to this decline. An
important factor in this progressis the receipt of early and qudlity prenata care for low income, minority
and underserved pregnant women. 1n1997, the proportion of pregnant women acrossthe Nation recelving
prenatal care in the first trimester reached 82.5 percent. Despite these successes, problems ill remain.
The infant mortdity rate for African Americansis still gpproximeately twice the white rate.

Another areathat seems to be showing some ggns of improvement isthe rate of teenage pregnancy. After
years of increases, the teen birth rate declined 12 percent between 1991 and 1996, according to the
Centersfor Disease Control and Prevention. The proportionof sudentswho had sexud intercourse dso
fdl 11 percent duringthe 1990's. Despite these recent declines, teen pregnancy and out-of-wedl ock sexual
activityremainasgnificant problemincommunitiesacross the country. Programs such asthe Materna and
Child Health program and the Abstinence Education Program are designed to help continue favorable
trends.

Health Professions: HRSA programs are designed to promote having hedlth profess ondsinareaswhere
they are most needed -- in underserved areas. Strategies used by the Hedlth Professions programs for
solving the current madigtribution problem and thus improving access to hedlth care include:

C providinginditutiond incentivesto hedth professions schools withagood track record for placing their
graduates in underserved aress,

C increasing the number of hedth care and public hedth providers from minority and disadvantaged
backgrounds;

C fostering community-based education and training especiadly in underserved aress;

C supporting training that is directed at the specia needs of vulnerable, underserved populations; and

C enhancing services to underserved populations.

The hedlth professions programs aggressively address the issue of accessto hedth care. Avallability of an
adequate gaff of hedth professonasinunderserved areasisa critica and often overlooked issue. While
efforts are underway to improve the insurance coverage issue through programs such as Medicad and
CHIP, aproblem remainsiif thereis no qudified hedth care professond available and willing to provide
hedthcare. Theavalability of an adequate Saff of quaified, culturaly competent hedth care professonds
isequaly important. Hedlth professons graduates of HRSA programs are three to six times more likely
to practice in underserved areas than those in programs not supported by HRSA.
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HRSA programs are o directed toward increasing the numbers of minoritiesin the hedlth professions.
The emphasis on minorities serves two mgor purposes. Firg, it contributes to moving minoritiesinto the
hedlth professons in concert with ther representation in the population. Although underrepresented
minoritiesmake up nearly 25 percent of the U.S. population, they only account for 10 percent of dl hedth
professionals.

Second, data show conclusively that minority hedlth professonds tend to practice in areas wherethereis
inadequate access to hedth care. Thus, the minority emphasis in HRSA programs not only serves to
improve representationin the workforce, but isamagor factor contributing to solving the accessto hedlth
care problem. Graduates of HRSA’s Bureau of Hedlth Professions Training Programs are two to three
times more likely to be underrepresented minority hedlth professondss, than graduates of those programs
not supported by HRSA.

Expanding Care Optionsfor the HI'V Population: Throughthe Ryan White CARE Act, an estimated
350,000 people each year have access to services and treatments to keep the human immunodeficiency
virus a bay and enable themto live- not just survive. Early inthe AIDS epidemic, it became clear that the
virus spread faster in some places than in others. In those aress, hedlth care systems were overwhelmed
by the number of people needing treetment for HIV/AIDS. Today, approximately 75 percent of people
living with AIDS reside in these hardest hit areas. Through Title| of the CARE Act, HRSA issharing the
burden with these Eligible Metropolitan Aress.

Under Titlell of the CARE Act, fundsare provided to Statesto improve accessto hedthcare and support
sarvices. These funds support a range of services, help keep health insurance in place, and pay for
medications. Through State AIDS Drug Assistance Programs (ADAP), medicationsare provided to low-
income individuds withHIV disease who have limited or no coverage from private insurance or Medicaid.

One of the most effective treatments for HIV-positive individuds has been appropriate antiretrovira
therapy. Individuas who have access to the most appropriate mix of pharmaceuticals have shown
ggnificant decreases in mortdity and morbidity. The impact of new combination drug therapies was firs
reported in 1997 when AIDS deaths dropped for the first time. The national death rate from AIDS
dropped 42 percent from 1996 to 1997. It then declined 20 percent between 1997 and 1998. Funding
from the ADAP program has contributed significantly to the availability of such pharmaceuticas. The
performance plan for FY 2001 incdludes a god to increase the number of ADAP dients recaiving
appropriate antiretrovirad therapy to a projected monthly average of over 74,000. Given the efficacy of
these drug treatments, this expenditure and proposed increase have very high payoffs.

Organ Procurement and Transplantation: Another area of Sgnificant progress has to do with organ
procurement and transplantation. The total number of organ transplants increased 60 percent between
1988 and 1998, but the number of transplant candidates is rigng faster than the number of donors. In
1997, the Department launched the Nationa Organand Tissue Donétion Initietive to address the need for
increesngorganand tissue donations inboth the public and private sectors of the country. 1998 datashow
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5,799 donors, up about 6 percent from the year before. Thisis not enough to keep up with the need for
organs, since 1999 data show 66,983 registrants waiting for organs. The Nationd Initiative has resulted
inmore people hearing about the need for organ and tissue donationand more people responding withthe
gift of life. Therewill need to be aconcerted effort in order to move toward keeping up with the need for
organs.

Rural Health: About hdf of the medicdly underserved live in rural America. Some are poor and
uninsured, but many have inadequate access to care for the smple reason that not enough hedth
professonas and dinics are close enough to meet thar routine and urgent care needs. Rurd hedth
outreach programs are designed to address some of these problems, while State Offices of Rurd Hedlth
provide a foca point within each State for identifying and addressing rura hedthissues. HRSA's rura
health community heglth centers and clinics and Nationd Health Service Corps providers are placed in
some of the most difficult to serve aress.

Telehealth: To bridge gapsof time and distance that separate individuds and familiesfromneeded hedlth
care, HRSA promotes telehedlth -- the use of dectronic informationand telecommunications technologies
to diagnoseand treat patients. As technology becomes more widespread and more sophisticated, HRSA
expects telehedth to bridge health care gaps in both rural regions and urban aress.

Key External Factors That May Affect Plan

The HRSA Performance Plan has been developed during a period of rapid change in hedth care. Some
of the key factorsthat will affect the agency plan are asfollows:

C Racial Disparities: Low income and minority popul aions continue to experience significant gaps or
disparities in hedth datus that are associated with higher incidences of morbidity and mortality.
Financid barriers, geographic distances, cultura distinctions, and provider shortagescontributetothese
disparities. African Americans and Hispanics are 2.5 times as likely as Whites to have diabetes.
AfricanAmericanwomenare morelikdy to bein advanced stages of breast cancer. Minority and low
income individuds are disproportionately more likdy to succumb from asthma, poor pregnancy
outcomes, coronary heart disease, stroke, and high blood pressure before a diagnosis is made.
Programs suchas the Health Centers program, 65 percent of whose patients are fromdisadvantaged
racid/ethnic groups, have an established record of hel ping to reduce such health disparities.

C Dominance of Managed Care: Aswemoveinto anerawherethe mgority of our Nationisenrolled
inmanaged care plans, cost containment pressures will most likdy continue to influence patient access
to and the ddivery of hedth care services. Nearly every State now relies on some formof Medicad
managed care, and enrollment has grown subgtantialy. To ensure that underserved, vulnerable, and
specia needspopulations (especidly those without hedlth care insurance) have continued and increased
access to needed services, HRSA must work with its network of providers to gain the capacity to
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meet new financid and operating requirements needed to sustain the provision of care to these
populations in amanaged care environment.

The Number of Uninsured The lack of insurance coverage will continue to be amgor influencein
the shaping of the Agency’ sfuture. Theincrease in the number of uninsured is not expected to abate
for certain segmentsof the population. As aresult, more of the poor will become rdiant onhedthcare
provided by HRSA-funded providers.

Aging Population: Worldwide, we will be experiencing the effectsof the profound aging of the overal
population, aforetaste of the coming needs of the aging “ baby boom” generation. Mortdity rateshave
decreased, increasing the probability of living into one' s eighties. The magnitude of this demographic
change will require new and different gpproaches to the organization and delivery of care.

Changing Health Care Wor kfor ce: The current paradigm for the hedthcare workforce appears to
be shifting and will continue to change over the next few years. The demand for an inter-disciplinary
trained health professions workforce dong with the emergence of new types of heath care workers
(e.g., wdlness/hedlth coaches and vigting home hedlth care teams with cross-disciplinary training) will
require new gpproaches to training health care providers and to the ddivery of hedth care.

Technological Advances. Rapid devel opmentsinteecommunications, incduding the transmisson of
medica data, traning, and interpersona communication is revolutionizing the hedth indudtry.

Performance Goals within the Structure of Overall HRSA Strategies

The matrix below provides a sample of the way in which the HRSA performance goas are presented in
this Annua Performance Plan. Individual performance gods are supportive of one of the four HRSA
drategies.

Eliminate Barriers to Care

I1. Eliminate Hedth Digparities
[11. Assure Quadlity of Care
IV. Improve Public Hedlth and Hedlth Care Systems

Each god is aso placed within one of the subsets of these four drategies.
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Sample of HRSA Performance Goals Supportive of 4 Strategies

FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

Program Title: “Sample of HRSA Measures’
Performance Goals Targets Actual Refer-
Performance ence
|. ELIMINATE BARRIERS
TO CARE
A. Increase Utilization for
Under served Populations
Health Centers: Increase the FY 01: 9.7M FY 01: B101
number of uninsured and FY 00: 9.6M FY 00:
underserved persons served by | FY 99: 8.9M FY 99: 9.15M est.(5/00)
Health Centers, with emphasis (Date when the data will
on areas with high proportions be available)
of uninsured children to help FY 98: 8.7M
implement the SCHIP program. FY 97: 8.3M
(2.2)
B. Increase Access Points
Hedth Centers/National Health FY 01: 75% FY 01: B121
Service Corps: Increase the FY 00: 74% FY 00:
percent of NHSC clinicians FY 99: 72% FY 99: (5/00)
retained in service to the FY 98: 70.4%
underserved. (2.1)
C. Focus on Target B244
Population
Family Planning: Increase the FY 01: 5.75M FY 01
number of individuals served by | FY 00: 5.25M FY 00:
Family Planning-Title X clinics. FY 99: 6.0M FY 99: 5.0M est. (11/00)
(2.31) FY 98: 4.283M
FY 97: 4.362M
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Performance Goals Targets Actual Refer-
Performance ence
I1. ELIMINATE HEALTH
DISPARITIES B195
A. Reduce
Incidence/Prevalence of
Disease and
Morbidity/Mortality
Maternal and Child Hedlth HP-14
Block Grant: Decrease the ratio Fy 01: 21tol FY 01:
of the black infant mortality FY 00: FY 00:
rate to the white infant FY 99: FY 99: (9/01)
mortality rate. (2.12) FY 96: 24t01
B. Increase Utilization for
Under served Populations
Ryan White CARE Act: FY 01: 74,800 clients* FY 0L B212
Increase the number of ADAP FY 00: 71,900* FY 00:
clients receiving appropriate FY 99: 78,088 FY 99: 64,500 clients
antiretrovira therapy FY 98: 55,000 clients
(consistent with clinical *Targets revised based on
guidelines) through State performance of 64,500
ADAPs during at least one clientsfor FY 99
month of the year. (2.7)
1. ASSURE QUALITY OF B101
CARE
A. Appropriateness of Care BPHC FY 99: 9/01
Health Centers: Decrease Fy 01: 13 FY 98: 9/00
proportion of Health Center FY 00: 13.5 FY 97: 14.7/1000
users who are hospitalized for FY 99: 14
potentially avoidable conditions. Norm: 18.9/1000
(2.2)
B. Assure Effectiveness of
Care
Ryan White CARE Act: FY 01: 193*cases Fy 01 B218
Decrease 5 percent in FY 01 FY 00: 203* FY 00:
the number of newly reported FY 99: 214* FY 99: 1/01
AIDS cases in children as a Target measures revised FY 98: 225*
result of perinatal transmission based on revised data to FY 97: 310*

(2.9)

measure performance.

FY 96: 502 * cases
*Data used to measure
actual performance were
revised
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Performance Goals Targets Actual Refer-
Performance ence
C. Improve
Customer/Patient
Satisfaction
1. Federal FY 01: 95% FY Ol
Occupational satisfied FY 00: Off
Health- Improve FY 00: 95% FY 99: 2/00 Bud
total customer FY 99: 90% FY 98: 85% get
satisfaction FY 97. Baseline
among Federal 78% average
agencies served. satisfaction
(2.5) rate
IV: IMPROVE PUBLIC
HEALTH AND HEALTH
CARE SYSTEMS
A. Improve I nformation
Development and Y 01- 65% _
Sfcssinailan. : 0 FY 01: (1/02) B237
Telehealth - Increase the FY 00: 50% Fy 00: (1/01)
percent of HRSA grantees that FY 99: 35% FY 99: 30% .
are electronicaly linked to
HRSA. (2.30)
B. Promote Education and FY 01: 127,000 trained FY 01: B221
Training of the Public FY 00: 117,000 EY 00:
ezl el nkesliln Gre FY 99: 107,582 FY 99: 101

Wor kforce

AIDS Education and Training
Centers: Increase the number
of minority health care and
social service providers who
receive training in AETCs.
(2.10)

FY 98: 89,549 trained
FY 97: 88,817 trained
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Performance Goals Targets Actual Refer-
Performance ence
C. Promote Systems and B205
Infrastructure Development
Sieeiey v zile] saess FY 01: 23 States FY 0L
for Children - Increase the _ _
number of States that require Fy 00: 10 Fy 00:
all EM SC-recommended FY 99: 7 Fy 99: 18
pediatric equipment on FY 98: 5 States

Advanced Life Support
ambulances. (2.14)

Total Funding:

FY 2001: $4.7 billion
FY 2000: $4.6 hillion
FY 1999: $4.2 billion
FY 1998: $3.6 hillion

B x: page # budget

HP: Healthy People god
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PART Il - PROGRAM PLANNING AND ASSESSMENT
I ntroduction

HRSA has organized its Annud Performance Plan to reflect its overdl program structure. Individua
performance plans are included for each agnificant programactivity. Accordingly, thereis, in most cases,
adirect linkage between budget line items and corresponding performance plans. The plans are grouped
by the mgor headings of:

Primary Care

HIV/AIDS Programs

Maternal and Child Hedlth

Hedth Professons

Office of Specid Programs

Rurd Hedth

Teehedth

Family Planning

Hedlth Care Access for the Uninsured
Program Management

DO OO OO O

The aggregation of specific programs within these mgor headingsis shown below.

AGGREGATION OF PROGRAM ACTIVITIESIN
ANNUAL PERFORMANCE PLANS

Primary Care

2.1 Hedlth Centers/National Hedlth Service Corps
2.2 Black Lung Clinics

2.3 National Hansen's Disease Program Activities
2.4 Nursing Loan Repayment

2.5 Federal Occupationa Health

HIV/AIDS Programs

2.6 AIDS: HIV Emergency Relief Grants (Part A)
2.7 AIDS: HIV Care Grantsto States (Part B)

2.8 AIDS: HIV Early Intervention Services (Part C)
29 AIDS: HIV Pediatric Grants

2.10 AIDS Education and Training Centers
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2.11 AIDS: Dental Services Program

Materna and Child Hedlth

2.12 Maternd and Child Hedlth Block Grant - TitleV
2.12aHedthy Start Initictive

2.12b Traumatic Brain Injury

2.13 Universa Newborn Hearing Screening and Early Intervention
2.14 Emergency Medicd Servicesfor Children

2.15 Poison Control Centers

2.16 Abgtinence Education Program - Title V

Hedlth Professons

2.17 Hedlth Professons and Nursing Training Programs

2.18 Workforce Information and Andysis

2.19 Children’ s Hospitals Graduate Medica Education Program
2.20 Hedlth Education and Assstance Loans (HEAL) Program
2.21 Nationd Practitioner Data Bank

2.22 Vaccine Injury Compensation Program

2.23 Ricky Ray Hemophilia Rdlief Fund Program

Office of Specid Programs

2.24 Organ Procurement and Trangplantation
2.25 National Bone Marrow Donor Program

Rurd Hedth

2.26 Rura Hedlth Outreach

2.27 Rurd Hedlth Policy Development
2.28 Rurd Hospitd Flexibility Grants
2.29 State Offices of Rural Hedlth

2.30 Tdehedth (Office for the Advancement of Telehedlth)

2.31 Family Flanning
2.32 Hedth Care Access for the Uninsured

2.33 Progran Management
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PRIMARY CARE

FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report:

Themissionof the Bureauof Primary Hedth Care (BPHC) isto increase accessto primary and preventive
care and to improve the hedlth status of underserved and vulnerable populations. BPHC seeks to meet
its misson through the development and support of systems and providers of high qudity, community
based, culturaly competent care. Thereis mounting evidence that access to a usual and regular source of
such care canreduce and even diminate hedl th status disparities among subsets of the Nation’ s population.
Targeted populations include the uninsured, underinsured, underserved, lowincome, womenand children,
homeless persons, migrant farm workers and people in frontier and rurd areas.  Through its programs,
BPHC assists communities in addressing the needs of these populations, who are particularly at risk for
poor hedth outcomes, and builds broader primary care capacity through partnerships with States and
locdities. Over 11 million of the Nation's neediest people receive care through BPHC programs
emphasizing prevention, early detection and timely intervention in approximately 4000 communities.

Programs included in this section are:

2.1  Hedth Centers and the Nationd Hedlth Service Corps
2.2 Black Lung Clinics

2.3 National Hansen's Disease Program

2.4 Nursang Education Loan Repayment

25  Federa Occupational Health Program
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report:

2.1 Program Title: Health Centersand the National Health Service Cor ps

Performance Goals Targets Actual Refer-
Performance ence
. ELIMINATE
BARRIERSTO CARE
A. Increase Utilization Fy 01: 9.7M FY 01: B101
1. Increase the number of FY 00: 9.6M FY 00:
uninsured and underserved FY 99: 8.9M FY 99: 5/00 (9.15M est.)
persons served by Health FY 98: 8.7M
Centers, with emphasison FY 97: 8.3M
areas with high proportions
of uninsured children to help
implement the SCHIP
program.
Unduplicated Unduplicated | B121
B. Increase Access Points Field Users Fidd Users
1. Increese thefield strength | FY 01: 2,691 2.3M Fy 01:
of the Nationd Hedlth FY 00: 2,697 2.3M FY 00:
Service Corps through FY 99: 2,526 2.1M FY 99: (5/00)
scholarships and loan FY 98:2439 2.0M
repayment agreements.
2. Incresse the percent of FY 01: 75% FY 01:
NHSC cliniciansretainedin | FY 00: 74% FY 00: B121
sarvice to the underserved FY 99: 72% FY 99: (5/00)
FY 98: 70.4%
Unduplicated B101
C. Focuson Target Users
Population HC NHSC
1. Assure accessto FY 01: 86% 8.26M 2.0M FY 01
preventive and primary care | FY 00: 86% 8.26M 2.0M FY QO:

for low income individuas
(i.e., a or below 200 % of

poverty).

FY 99: 86% 7.65M 1.8M

FY 99: 5/00(HC& NHSC)
FY 98: 86% (UDS/HC)
FY 97: 86% (UDS/HC)
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Refer -

Performance Goals Targets Actual
Performance ence
Unduplicated B101
Users
ZAgymax&sp HC NHSC
preventive and primary cae | -y g1- 6506 6.24M 15M | FY 0L
for minonty indviduas FY 00: 65% 6.24M 15M | FY 00:
(Ek MITEIEEETEl FY 99: 65% 579M 14M | FY 99: 5/00(HC&NHSC)
Hispenic onigin). FY 98: 64% (UDSHHC)
FY 97: 65% (UDS/HC)
3. Assure access to Unduplicated | FY O1: B101
preventive and primary care Users FY Q0:
for uninsured individuas. HC NHSC | FY 99: (5/00)
FY 01: 45% 4.37M 1.0M | FY 98: 41% 3.52M
FY 00: 43% 4.10M .99M | FY 97: 39% (HC)
FY 99: 42% 3.80M .88M
[I.ELIMINATE B101
HEALTH DISPARITIES
A. Utilization of Services
1. Increase percent of users | FY 01: 90% FY 01:
with diabetes with up-to- FY 00: 80% FY 00:
date testing of FY 99: 60%* FY 99: 6/00
glycohemoglobin B % adults FY 98: 43%
with diabetes tested at *Digbetesinitiative at 90%
recommend intervas for first 100 HCs Norm: 20%
2. Increase percent of users HP BPHC B101
with diabeteswho havehad | FY 10: 70% FY 01: 90% FY 01:
an annud dilated eye exam FY 00: 70% FY 00: 80% FY 00: HP-17
(New goal for FY 2001) FY 99: 70% | FY 99: 6/00
FY 94: 57%

FY 89: 49%
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Refer -

Performance Goals Targets Actual
Performance ence
3. Increase proportion of
hedlth center women B101
receiving age-appropriate
screening for cervica and
breast cancer. HP BPHC HP-16
FY 10: 85% FY 01: 94% FY O1:
a) Up-to-date PAP tests FY 00: 85% FY 00: 92% FY 00: 4/01
FY 99: 90% FY 99: 5/00
FY 95: 88.5%
FY 10: 60% FY 01: 70% FY 01:
b) Up-to-date mammograms | FY 00: 60% FY 00: 67.5% | FY 00: 4/01
FY 99: 65% FY 99: 5/00
FY 95: 62.5%
FY 10: 60% FY 01:855% | FY 0L
c) Up-to-date clinical breast | FY 00: 60% FY 00: 84% FY 00: 4/01
exams FY 99: 82.5% | FY 99: 5/00
FY 95: 80.5%
4. Increase proportion of HP BPHC
Hedlth Center adults with FY 10: 50% FY 01: 96% Fy O1: B101
hypertension who report FY 00: 50% FY 00: 93% FY 00: 4/01
their blood pressure is under FY 99: 92% | FY 99: 5/00 HP-15
control. FY 95: 90%
[11. ASSURE QUALITY
OF CARE Fy 01 B101
A. Appropriateness of Fy 01. 13 FY 00:
Care FY 00: 135 FY 99: 9/01
1. Decrease proportion of FY 99: 14 FY 98: 9/00
Hedlth Center userswho are FY 97: 14.7/1000
hospitaized for potentialy
avoidable conditions. Norm: 18.9/1000

Total Funding: Hesalth
Centersand the National
Health Service Corps
($in 000's)

FY 2001: $1,182,441
FY 2000: $1,132,507
FY 1999: $1,037,080
FY 1998: $ 940,064

B x: page # budget

HP: Hesalthy People 2000 chapter
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2.1. 1 Program Description, Content And Summary of Performance

Context/Perfor mance:

Hedlth Centers and the Nationa Hedth Service Corps form a cost-effective, integrated safety net for
underserved and uninsured children, adults, migrant workers, homeless individuas, public housng and
U.S./Mexico border resdentsingpproximately 4,000 communities acrossthe country and will serve more
than 11 millionpersonsinfisca year FY 2000 who would otherwiselack accessto primary caredinicians
These 11 million persons represent about 10% of the nation’s uninsured, 10% of its 33 million Medicad
recipients, and 20% of the 43 million underserved people in federadly designated areas lacking access to
primary care providers. Thiscommunity-based network ddivers preventive and primary care servicesfor
the neediest, poorest, and sickest patients in rural and inner city areas, through a Federd, State, and
community partnership gpproach.

The high qudity primary hedth care recaived in these programs reduces hospitdizations and emergency
roomuse, reduces annua Medicaid costs, and helpsprevent more expensive chronic disease and disahility.
Reductionsin Medicaid costs range from 30 to 34%, according to a Hedlth Center effectiveness study.
Hedlth Center Medicaid patients are 22% less likely to be inappropriately hospitalized than Medicaid
beneficiaries who obtain care esawhere.  Patients at Hedlth Centers have rates of hypertenson and
diabetesthat far exceed nationd prevalence ratesfor comparable racid/ethnic and socioeconomic groups.
Y et, Hedlth Center digbetics are twice as likdly to have their glycohemoglobin tests performed at regular
intervasthan nationa norms, and hypertensvesare morethanthreetimesaslikely to report that their blood
pressure is under control. Hedlth Centers have comparablerates of low birth weight ddliveriesasthe U.S.
in generd despite their higher level of risk, and have reduced by 50% the persstent nationa gap in
low-birth weight deliveries between African Americans and other racid/ethnic groups. Health Center
women are far morelikely to receive age-appropriate breast and cervical cancer screening, and their rates
exceed the Hedthy People 2010 goals. Health Center patientsarefar lesslikdy to delay, postpone or not
comply with trestment regimens than the Nation’s poor and near poor. In fact, their level of unmet need
isaslow asthe rate for middle and highincome Americans. Having ausud and regular source of primary
health care has been shown to have as much of an effect on health status disparities as income inequdity.
Apparently, Hedlth Center patientsare far morelikdy to have ausua and regular source of care thanpoor
people of color in the Nation, which bodes well for eventua reductions and diminations of thar hedlth
datus disparities.

Performance gods for the Health Centers and NHSC relate to reduction of disparities and increases in
access. The conditions sdlected for the President’ s Initiative on Race provide a context for the disparity
reduction goals. Hedth Centers and the NHSC contribute to decreasesin racid and income disparities
for these conditions by providing preventive services and risk reduction to a population thet is largely
minority (64%) and low income (86%) and disproportionately uninsured (41%). About 75% of patients
are uninsured or on Medicaid which makes these stes extremely vulnerable to the market-driven
downward pressure on revenues.
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Specific performanceindicatorsinthis areaindude breast and cervica cancer screening, content of didbetic
care, control of hypertension and decreases in potentialy avoidable hospitaizations. Hypertension and
diabetes are the most prevaent chronic conditions among Health Center users. Monitoring performance
inchronic disease management for these conditions will serve as a marker for the quality of care ddivered
at Health Centers and Sites and ultimatdy measure their ability to diminate hedlth disparities within the
population served. In addition, breast and cervica cancer screening are effective measures for reducing
future morbidity and mortdity particularly among poor, minority, uninsuredindividuas. Performance here
will serve asamarker for the qudity of preventive care delivered and measure Hedl th Center and site ability
toreduceor diminatedisparitiesin early detection of diseasefor this population. Findly, tracking avoidable
hospitalizations is a measure of accessto care. Poor people of racia/ethnic minorities who are uninsured
are more likey to postpone or avoid obtaining needed care which often results in more expensive
hospitalizations. Avoiding these hospitdizationsnot only containscodts, but it indicatesthat suchindividuads
congder their provider as aregular and usua source of care. Providing such care to the most vulnerable
has been shown to diminate their hedlth disparities.

Spedific performanceindicatorsin the accessareaindudethe number of persons served by Hedlth Centers,
the fidd strength of the NHSC, which provides a culturdly competent workforce for hedth centers and
other stes who otherwise find it difficult to recruit clinicians on their own, and continued assurance of
preventive and primary care services to low income, minority, and uninsured individuas.

Tracking individud Hedth Center and ste performance on these measures will enable the program to
continuoudy improve its overdl level of performance. Successful strategies employed in Hedlth Centers
and stes with rates that far exceed the average can be shared with Centers and sites that could use
improvement in ther rates. Continuoudy monitoring and improving the qudity of care will result inoveral
Program performance that moves toward the proposed targets.

Program-level Data | ssues:
Data Issuesin Determining Unmet Need for Primary Care

BPHC hasbeen working for severa yearsto improve the ways in which underserved areas are identified
and the unmet need for primary care is quantified. Information on these areas, known as Medicaly
Underserved Areas/PopulationsMUA/Ps) and Hedth Professiona Shortage Areas (HPSAS) underlies
the performance godls for increasing access to primary care through Health Centers and the National
Hedth Service Corps. New regulations have been developed with input from States, affected
organizations, and the academic community. The new regulations were published in the Federal Register
on September 1, 1998 publication as aNotice of Proposed Rulemaking. They respond to criticism from
GAO hy: combiningthe two previoudy separate methods, thereby reducing burdenand providing periodic
updating of MUA/Ps as well as HPSAS; induding J-1 visawaiver physcdans and nurse practitioners,
certified nurse midwives, and physician assstants in counts of primary care providers, usng research-
provenproxiesfor hedthstatus, and proactively providing validated nationd datato designationapplicants.
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BPHC hasreceived over 800 commentsonthe proposed regulations. Itintendsto revisetheseregulations
to take into consderation these comments, conduct new impact analyses, and then develop a new
proposed rule for comment. BPHC has acquired detailed physician data and plans to acquire detailed
nurse practitioner, certified nurse midwife, and physician assstant data to conduct these analyses.

Discussion of Data Sour ces

In order to preparefor the implementation of GPRA, severa years ago BPHC initiated a three-part data
and evauationdrategy. Firg, aUniform Data System (UDS) was devel oped and implemented to collect
aggregate adminigrative, demographic, finandd, and utilization data annualy from each organization
receiving support. This systemn, which combined five previoudy separate reporting formats, isinitsfourth
year of operation for 694 health center grantees and is being phased in for NHSC sites. It isvaidated
through edit checks and ongite reviews conducted during each organization’ sproject period. Itisusedto
supply information for the performance gods related to access.

Second, surveys of arepresentative sample of health center users and provider visits were developed in
collaboration with the Nationd Center for Hedth Statistics. These surveys provide in-depth information
onindividuds and the care they receive, based on and comparable to the Nationd Health Interview Survey
(NHIS) and the Nationd Hospital Ambulatory Medica Care Survey, (NHAMCYS), respectivey. The
nationa surveys are the source of most Hedlthy People 2000 and 2010 objectives, whichcanthenbe used
astargets for BPHC performance gods related to disparity reduction. Information from the hedlth center
User and Vist Surveys fidded in 1995 are used for baselines, BPHC plans to repeat these surveysin2000
and at five year intervas theregfter to providelongitudind comparisons for GPRA. In caseswhere BPHC
performance has met or exceeded nationd targets, individua Program-specific targets have been
established.

Third, BPHC reoriented its portfolio of other evaduation efforts, shifting from a descriptive case-study
approach to the use of previoudy vaidated secondary data sourcesthat enable a comparison of users and
smilar populations of non-users, and systemétic sampling of organizations and users. Notable among these
efforts are sudies of Community Health Center Effectiveness, that use clams data from HCFA's State
Medicad Research Files (SMRF) and on-site reviews of content of care, and Hospitdizations for
Ambulatory Care Sengtive Conditions, which aso uses the SVIRF files to examine potentialy avoidable
hospitaizations. Aswith the surveys, informationfromthemwill be used for performance goals related to
disparity reduction, dthough some additional work is needed to devel op appropriate targets and basdlines.
Efforts are underway to extract the information needed for follow up measures on an ongoing basis.

BPHC dso plans to develop adata gathering infrastructure that will assure that performance measuresare
gathered annually through specid studies. 1t will develop teams of data gathers at sentingl Stesto obtain
outcomes dataonanannud reporting basis. Ultimately, BPHC will work to devel op the data and tracking
infragiructures within service ddivery dtes (Chronic Disease Collaborative: Diabetes, Asthma,
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Hypertenson) to assure prompt annud reporting on the performance measures and obtain hedth status
outcome measures.

2.1.2 Goal-by-Goal Presentation of Perfor mance

Goal I.A.1: Increase the number of uninsured and underserved persons served by Health
Centers, with emphasis on areas with high proportions of uninsured children in order to help
implement the State Child Health Insurance Program.

Context:

Hedlth Centers play an essentid role in the Nation's safety net, providing preventive and primary care to
nearly 20% of the 43 million underserved people infederdly designated underserved areas lacking access
to primary care providers.

Indicator: Total number of clients served in underserved aress.

Performance:

IN 1998, according to dataretrieved fromthe Bureau’ sUniformData System (UDS), 694 Hedlth Centers
served 8.67 million people in 35 million encounters at a average cost per user of about $369 dollars.
Approximately 41% of usersare under the age of 19, and over 1.2 million of those childrenare uninsured.
Grant dollarsrepresent 26% of Health Center revenues. Medicaid revenues have dropped from 35% to
34% in 1998 while uninsured users have increased to 41%, placing additiona reliance upon the Federa
grant dollars. It is estimated that 9.7 million people will be served by the Centersin 2001.  In addition,
the number and percent of uninsured users served will continue to increase (see God 1.C.3. below).

Goal |I. B. 1: Increase the field strength of the National Health Services Corps through
scholar ships and loan repayment agreements.

Context:

The NHSC clinicians provide additional accessto care for underserved people beyond that achieved by
the Hedlth Centers. About 60% of these clinicians are located in other practicesin underserved aress.

Indicators. Total size of NHSC field strength, total unduplicated users, and total users.

Performance:

Currently, NHSC fidd strength is 2,526 serving gpproximately 3 million people. According to recent
NHSC data, gpproximately 40% of NHSC dinidans serve in grant-supported sites whose users are
counted above. The number of unduplicated usersat NHSC non-grant-funded sites is estimated at about
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2 million. The percentage of NHSC diniciansin grant-funded Stesis anticipated to drop to 35% by 2001,
continuing the 2.5% per year decline experienced in the last four years. There are a number of possible
explandions for this decline: 1) Hedlth Centers have become more attractive places to work, making
recruitment of clinicians without obligations easier; 2) Higher NHSC retention rates result in less turnover
and fewer vacancies, and 3) NHSC effortsto reach out to more unserved communities increases the tota
number of communitieswhere NHSC dinidians are practicing whichreduces the Hedlth Center sharewhile
holding the number of NHSC clinicians in Hedth Centers & current levels.

FY 1998 FY 1999 FY 2000 FY 2001
Actud Appropriation

Scholarship Obligers 533 648 894 894
Federd Loan Repayers 1,306 1,282 1,323 1,323
Careerigts 64 52 42 42
Obligated Feds 6 8 8 8
State L oan Repayers 508 518 414 414
Community Scholars 22 18 16 10
Totd Feld Strength 2,439 2,526 2,697 2,691

The NHSC will begin to collect UDS data from non-grant Sites this year so that user data and other
information will be available by May 2000.

Goal I. B. 2: Increase the percent of NHSC cliniciansretained in serviceto the under served.

Context:
Retention of NHSC clinicians preserves access to carefor the underserved beyond the period of service
commitmern.

Indicator: Percent of NHSC dinicians who remain in service to the underserved one-year following
completionof thar service commitment. NHSC will providethesefiguresinthe Annua Retention Reports.

Performance:

According to the NHSC 1998 Annua Retention Report, 70.4% of NHSC clinicians report remaining in
sarvice to the underserved at an interview conducted after completion of service commitment.  This
percentage has grown steedily fromthe mid 50% since 1995. Program eva uation study indicatesthat 60%
of NHSC dlinicians who completed their service commitments between 1983 and 1997 are currently in
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sarvice to the underserved. The Program plans to measure retention at one year and follow cohorts of
clinicians over their working lives to assess retention at longer intervals.

Goal I.C.1. Continue to assur e accessto preventive and primary care for lowincome individuals.

Context:
To diminate hedlth disparities, safety-net programs must target access to care for people of racid/ethnic
minority groups, of low income, and who are uninsured.

Indicator: Proportion of Health Center and NHSC patients below 200 percent of poverty.

Performance:
According to UDS Hedth Center data, 86 percent of patient were at or below 200 percent of the Federal
poverty levelin FY 1998. Thisfigure has remained congtant for the threeyearsfor whichUDS data have
been collected.

86% of Those Served by Health Centers Are Low Income

+200% Poverty
14% Below Poverty

0,
100-200% 66%
Poverty
20%

Withmarket pressures it will be a challenge for service ddivery Stesto remain serving such a percentage
of people in poverty. It is currently estimated that the percentage of users at or below 200 percent of
poverty will increase.  These actuas will come fromannua UDS Health Center data for 1998-2001, but
by May 2000 will include UDS NHSC data.

Goal 1.C.2. Continue to assure accessto preventive and primary carefor minority individuals.

Context:
To diminate hedth digparities, safety-net programs must target accessto care for people of racid/ethnic
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minority groups, of low income, and who are uninsured.
Indicator: Proportion of Health Center and NHSC clientele that are underserved minorities.

Performance:
According to UDS Hedth Center data, in FY 1998 the population served included 26 percent African
American, 34 percent Hispanic, and 4 percent Asan/Other.

With market pressures it will be a chdlenge for service ddivery sites to remain serving such a minority
population. It is currently estimated that the percentage of minority users will increase. These estimates
will come fromannua UDS Hedlth Center datafor 1998-2001, but by May 2000 willindudeUDSNHSC
data

Goal 1.C.3. Continue toassure accessto preventive and primary care for uninsuredindividuals.

Context:

To diminate hedlth disparities, safety-net programs must target accessto care for people of racid/ethnic
minority groups, of low income, and who are uninsured.

Indicator: Proportion of Hedlth Center and NHSC clientele that are uninsured.

Performance:

According to UDS Hedth Center data, inFY 1998 the populationserved included morethan 3.52 million
uninsured, which was 41% of the dient population served. More than one-third or 1.2 million of the
uninsured are children.  In two of five Health Centers, the mgority of patients are uninsured. About 75%
of Hedth Center patients are either uninsured or Medicaid recipients. Recent research reveds that
caseloads of private physiciansin the primary care specidties include 10% uninsured and 9% Medicad
for atotal of 19%. Primary careclinicsin hospital outpatient departmentsinclude 12% uninsured and 38%
Medicad for a total of 50%. Another more recent report noted that private physicians charity care
averaged 10 hours per month for those who did not participatein managed care and less than 5 hours for
those with 85% or more revenues attributed to managed care.

In addition, with market pressures increasng, it will be a chalenge for service delivery sites to further

Two Thirds of Those Served by Health Centers
Are People of Color

African
American
26%

White
36%

Asian/ Hispanic
Other 34%
A%
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increase their role in serving such an uninsured population. Targets will be to assure that the percentage
of uninsured who obtain servicesat BPHC siteswill increase over current leves and that BPHC programs
continue to serve as the safety-net providers for the Nation's uninsured, particularly those who are
minorities and are at or below 200% of poverty. Uninsured Hedlth Center users will increase by more
than 200,000 between 1998 and 1999, and by an additional 300,000 each year through 2000 and 2001.
The cost to Hedth Centers for a user to move from the roles of the insured to the uninsured is $220 per
user. Should Medicaid revenue fal to continue to cover the costs of Medicaid Hedlth Center usersasa
result of the phase-in of provisons of the Baanced Budget Act of 1997, fewer grant dollars will be
avalable to subsdize the costs of the uninsured These estimates will come from annua UDS Hesdlth
Center data for 1999-2001, but by May 2000 will include UDS NHSC data.

A Quarter of Health Center Revenues 2 Out of 5 Served by Health
Come From Federal Health Center Grants Centers Are Uninsured
Other 3rd .
Party . Medicare P”V?te Medicare
Self Pay_go, 7% Medicaid/ 15% 7% Medicaid
6% SCHIP 33%
34% Other
State/Local/Ot Public
her Federal Federal HC 4% )
18% Grant Uninsured
27% 41%

Goal Il A. 1. Increase the proportion of users with diabetes with up-to-date testing of
glycohemoglobin

Context:

Poor people of racid/ethnic minority groups and who are uninsured are more likely to suffer fromchronic
diseases suchas hypertensonand diabetes. Health Center usershave unusudly high rates of these chronic
diseases. Clinica evidence indicates that access to appropriate care can improve the health status of
people with these chronic diseases and thus reduce or diminate their hedlth status disparities. Managing
the glycohemoglobin levels of diabetics and the blood pressures of hypertensives can have a pronounced
effect on tharr morbidity and mortdlity.

Performance:
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Health Center Diabetics Are Twice AsLikely to
Have Their Glycohemoglobin Tested On Schedule

CHC Average m National Norm

50% 43% - ‘
DR
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According to aHealth Center Effectiveness Study conducted inFY 1997, 43% of adultswithdiabetes had
up-to-date glycohemoglobin. Based on aliterature survey conducted for the Hedlth Center Effectiveness
Study, 20 percent of adultswithdiabetesinmainstreammedica practices had their glycohemoglobintested
at ADA- recommended intervas. Despitethefact that BPHC Program usershaveratesthat are morethan
twicethe nationd average, improvement goals will be 60%, 80%, and 90%, respectively. Inthefirs year
(by June 2000), the establishment of a measurement infrastructure under the Diabetes Collaborative will
enable the 100 health centers participating to reachthe 90% god. BPHC haslaunched a specid study of
medica record review to assure annud estimates of up-to-date testing and to assess hedlth Satus outcome
for diabetic users.

Goal Il A. 2. Increase percent of diabetic userswho have had annual dilated eye exam.

Appropriate management of diabetes can have asgnificant effect on morbidityand mortaity. Performance
of regular eye exams canavoid serious limitations in functiond capacity by preventing blindnessindiabetics.

Performance:
In 1994, aMedicaid claims study of hedlth center users revealed that 57% of adults with diabetes had a
dilated eye exam within the past two years (Weiner, et d, JAMA, 1995).

Target FY 1999: 70%: 70%
Target FY 2000: 70%: 80%
Target FY 2001: 70%: 90%

Healthy People 2000 includes the falowing objective for adults with diabetes. Increase to 70% the
proportion of people with diabetes who have an annud dilated eye exam. According to a 1989 NHIS
study, 49% inthe general population had such an exam. For BPHC, ther programtargetsare 70%, 80%,
and 90% respectively, anticipating results from the Diabetes Collaborative by June 2000. Also, BPHC
has launched a specia study of medica records to assure annua estimates of dilated eye examsand to
asess hedth status outcomes for diabetic users.
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Goal Il1. A. 3 Increase the proportion of health center women receiving age-appropriate
screening for cervical and breast cancer.

Context:

People of racid/ethnic minority groups, of low income, and who are uninsured have less access to
appropriate screening and preventive serviceswhichresultsinther higher rates of morbidity and mortdity.
Access to these services can help to eiminate these hedlth status disparities.

Performance:
The hedlth center User Survey, comparable to the NHIS, showed the following results for hedlth center
women in 1995:

Health Center Women Exceed National Comparison and Healthy People 2000 Objectives For Up-to-Date
Mammograms

Other

Black, Non-Hispanic

White, Non-
Hispanic

Hispanic

o 10 20 30 40 50 60 70 80 90
CHC Women
B NHIS Comparison Group

Hedthy People 2000 includesthe fallowing objectivesfor womengenerdly, as measured by datafromthe
Nationa Hedlth Interview Survey (NHIS):

1. At least 85 percent have up-to-date PAP Tests.

2. At least 60 percent have up-to-date mammograms.

3. At least 60 percent have up-to-date clinica breast examinations.

Hed th Center womenreported being up-to-date ontheseexaminations inhigher proportions thandid low-
income women in the genera population. Moreover, uninsured Hedth Center usersare as up-to-date as
users with insurance. In contrast to the generd population, Hedth Centers have virtudly diminated the
disparity in these indices among their users. In most cases, Health Center women met or exceeded the
HP2000 objectives. Nevertheless, BPHC targetswill be 90%, 92% and 94%, respectively, for up-to-date
PAP tests, 65%, 67.5%, and 70% for up-to-date mammograms, and 82.5%, 84%, and 85.5% for up-to-
date clinical breast exams.
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Follow-up: Plans to repesat the User Survey in 2000 will provide datain April 2001. To obtain annua
reporting data, BPHC will launch a specid study of medica records to obtain data by May 2000. This
study aso will track content of care to obtain estimates of hedth satus.

Goal Il. A. 4. Increasethe proportion of Health Center adultswith hypertension who
report their blood pressureisunder contral.

Context:
Hypertensonisthe most prevaent chronic conditionfacingHea thCenter users. Clinicd evidenceindicates
that controlling blood pressure can reduce morbidity and mortality.

Performance:
The hedth center User Survey, comparable to the NHIS, showed the following results for heath center
usersin 1995: 90 percent report hypertension is under control.

African American & Hispanic Hypertensives Using Three Health Centers Are Times AsLikely To
Report Blood Pressure Under Control as NHIS Comparison Group

Odds
Ratio
N

CHC Users ] oup

Healthy People 2000 includes the following objective for adults generdly: At least 50 percent of people
withhypertensionreport their blood pressureisunder control. Despite the fact that BPHC Programusers
are more than three-times more likely to report blood pressure under control than a comparable national
group, and that the current ratefar exceeds the HP2000 objective, BPHC Programtargets are 92%, 93%,
and 96% respectively.

Plans to repeat the User Survey in 2000 will provide follow-up datain April 2001. BPHC has launched
aspecia study of medical recordsto assure annua estimates of blood pressure control among hypertensve
users and to assess hedlth status outcomes for hypertensive users, with results by May 2000.
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Goal ll1.A.1 Decreasetheproportion of Health Center user swho arehospitalized for potentially
avoidable conditions.

Context:

Hogpitdizations for potentidly avoidable conditions, otherwise known as ambulatory care senstive
conditions (ACSC) are widdly recognized as a measure of access to primary care. Reducing the rate of
avoidable hospitdizations for people of racid/ethnic minoritygroups, of lowincome, and who are uninsured
will hdp diminate ther hedlth status disparities. Low rates indicate access to appropriate ambulatory
sarvicesand isameasure of highquadityof care delivered. It alsoindicatesfewer accessbarriersthat cause
patients to postpone needed services, delay needed services, and fail to comply withtreatment regimens.

Performance:

=Medicaid CHC Users An ongoing evauation comparing

Medicaid Non-CHC Users ACSC hmtdlzalons a,nong
Hedlth Center Usersand non-users
------- usng SMREF files plus review of
data from the Nationd Hospita
Discharge Survey for the genera
populationrevealed 18.9 per 1000
A CSC hospitalizationsamong hon-
Hed th Center userscompared to 14.7 for Health Center users. That is, Hedth Center Medicaid usersare
22% lesslikely to be inappropriately hospitalized than Medicaid beneficiaries who use other providers.

Odds Ratio

Medicaid CHC Users Have Significantly L ower Odds of Being Hospitalized
For An Ambulatory Care Hospitalization

To diminate disparities, atarget of 18.9/1000 would be appropriate. However, BPHC Program targets
are 14, 13.5, and 13/1000, respectively, for FY 1999, 2000, and 2001 as Program should strive to
eiminate virtudly al avoidable hospitaizations. BPHC Program will share strategies for the reduction of
avoidable hospitdizations with the Medicaid Program to help reduce such rates among other Medicad
beneficiaries. BPHC will have results from afollow-up ACSC study during 2000.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report:

2.2 Program Title: Black Lung Clinics

Performance Goals Targets Actual Refer-

Performance ence

|. ELIMINATE BARRIERS B134
TO CARE

A. Increase Utilization for
Under served Populations

1. Serve Black Lung clinic FY 01: 35,000 users FY 01

users with respiratory and FY 00: 35,000 FY 00:

pulmonary impairments, FY 99: 35,000 FY 99: 6/00

including provision of medical FY 98: 35,000 users
and non-medical services.

Total Funding: Black Lung FY 2001:$ 5,943 B x: page # budget
Clinics FY 2000:$ 5,943 HP: Headthy People goa
($in 000's) FY 1999:$ 4,998

FY 1998:$ 4,976

2.2.1 Program Description, Context and Summary of Perfor mance

Context/Perfor mance:

The Black Lung program provides funding to public and private entities for the operation of clinicsthat
provide diagnosis, treatment, and rehabilitation of active and retired coal miners with respiratory and
pulmonary impairments. In addition to trestment of Black Lung disease and directly-related conditions,
coverage incudes prescription drugs, office vidts, hospitdizations, and, with specific approval, durable
medi cal equipment, outpatient pulmonary rehabilitationtherapy, and home nurang vists. Since 1984, Black
Lung beneficiaries have steedily declined. InFY 1984, gpproximately 100,000 primary beneficiariesfiled
amost 164,000 clams. Over time the number of beneficiaries will continue to decline.

2.2.2 Goal-by-Goal Presentation of Performance
Goal I.A.1: ServeBlack Lung clinicusers withrespiratory and pulmonary impair ments,including
provision of medical and non-medical services.

Indicator: Number of individuds provided medica and non-medica services.
Datais collected from annua grantee reports.

Target: FY 1999:35,000 users

Target: FY 2000:35,000 users

Target: FY 2001:35,000 users
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.3 Program Title: National Hansen’s Disease Program

Performance Goals

Targets

Actual Refer -
Perfor mance ence

|. ELIMINATE BARRIERS
TO CARE

A. Increase Utilization for
Under served Populations
1. Provide residential care for
the current HD residential
patients at Carville.

FY 01: 45 patients
FY 00: 52
FY 99: 80

B129

FY 0L

FY 00:

FY 99: 60

FY 98: 125 patients

2. Provide payment of assisted FY 01: 57 patients FY 01: B129
living allowances for those FY 00: 59 FY 00:

long-term residential patients FY 99: 46 FY 99: 60 patients

willing and able to live FY 98: NA

independently.

3. Continue to provide FY 01: 3000 patients FY 01 B129
outpatient care for HD patients FY 00: 3000 FY 00:

across the country FY 99: 3000 FY 99:

FY 98: 3000 patients

Total Funding: National
Hansen’s Disease Program
($in 000's)

FY 2001:$ 19,311
FY 2000:$ 22,337
FY 1999:$ 23,957
FY 1998:$ 21,886

B x: page # budget
HP: Healthy People god

2.3.1 Program Description, Context and Summary of Perfor mance

The Hansen’ s Disease program consists of the National Hansen's Disease program a Carville, Louisana
and other outpatient clinic locations in the continental United States and a direct payment to the State of
Hawaii Department of Health. These activities provide or support trestment of Hansen's disease. The
programaso includes aresearch component at Louisgana State Univeraty. Funding for the renovationand
modernization of buildings at the Center and the Payment to Hawali isincluded in the totd funding level.

HRSA isimplementing legidaionthat rel ocatesthe National Hansen' s Disease programfromCarville, LA
to Baton Rouge, and transfers ownership of the Carville fadility to the State of Louisiana. The program has
completed the move of core activities, including adminidration, research, clinical and skilled nursing care
from the Cavville fadlity. Some long term care functions will continue at the Carville facility.
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2.3.2 Goal-by-Goal Presentation of Performance

Goal I.A.1. Provideresidential carefor thecurrent HD resdential patientsat Carville.

Context:
As part of the legidation to restructure the operation of the Hansen's Disease Center in Carville, it was
agreed that continuing care would be provided for those long term residents remaining at Carville.

Indicator: Extent to which resdentia care continues to be provided for the remaining resdents. Data for
this god is provided by program managers.

Performance:

Basdine FY 98:125 patients

Targets.

FY 99: 80 patients - Performance: 60 patients
FY 00: 52 patients* (Revised from 75 patients)
FY 01: 45 patients

The origind estimate for FY 1999 was that 80 patients would be involved in this option. The actua
performancefor FY 99 was 60 patients due to a higher degree of acceptance of the option to receive an
assisted living dlowance and to live independently, aswel asagroup of 10-15 resdentswho requiremore
intengve care and who have moved to BatonRouge. Estimates for FY 2000 have aso beenrevised from
75 to 52 patients to reflect this change in the base population.

Goal 1.A.2. Provide payment of assisted living allowances for those long-term residential
patientswilling and ableto live independently.

Context:

The legidation included in the 1998 gppropriation included aprovisonto pay anasssted living dlowance
to resdent patientswho are capable of and elect to live independently. More patients agreed to thisoption
than was originaly estimated.

Indicator: Number of patient receiving the asssted living dlowance

Datafor thisgod is provided by program managers.

Performance:

Targets

FY 99: Patients recaiving asssted living alowance: 60 patients

FY 00: Patients recaiving asssted living adlowances. 59 patients* ( Revised from 50 patients)
FY 0L Patients receiving assisted living dlowances: 57 patients
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The origind estimate for FY 1999 was that 46 patients would accept this option. The actud FY FY 99
performance was 60 patients due to patients recelving asssted living alowance and to live more
independently. The estimates for FY 2000 and 2001 reflect this initial higher level of acceptance of
dipends than origindly projected.

Goal I.A.3: Continueto provide outpatient carefor HD patients acr oss the country.

Context:

The National Hansen's Disease Program includes a regiond care program. The Hansen's Disease
populationinthe U.S. gpproximates 6,000, of whom about 3,000 are cared for under the NHDP regiond
care program. Datais provided by program managers.

Indicator: Extent to which outpatient care is provided for HD patients

Performance:

Basdine FY 98: 3,000 clients
Targets.

FY 99: 3,000 clients

FY 00: 3,000 clients

FY 01: 3,000 clients
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.4 Program Title: Nursing Education Loan Repayment Program

Performance Goals Targets Actual Refer-
Performance ence
. ELIMINATE BARRIERS B135
TO CARE
B. Increase Access Points FY 01: 200 contracts FY O1:
1. Award nursing loan FY 00: 200 contracts FY 00:
repayment contracts. FY 99: 200 contracts FY 99: 202 contracts
FY 98: 170 contracts
Total Funding: Nursing FY 2001:$ 2,279 Bx: page# budget
Loan Repayment Program | FY 2000:$ 2,279 HP. Hedlthy People goa
($in 000's) FY 1999:$ 2,278

FY 1998:$ 2,199

2.4.1 Program Description, Context and Summary of Performance

This programoffers|oanrepayment to nursesin exchange for an agreement to serve not lessthantwo years
in an Indian Hedth Services center, in Native Hawaiianhedthcenter, inpublic hospitd, in a hedth center,
inrurd hedth dinic, or in hedth facility determined by the Secretary to have a critica shortage of nurses.
Achieving and maintaining adequate leves of nurang gaff in shortage aressis the centra purpose of the
Nursing Education Loan Repayment Program. The program assists nurses by repaying up to 85 percent
of thar quaifiededucetiond loansinreturnfor their commitment to be employed (or remain) at these hedlth
fadlities

2.4.2 Goal-by-Goal Presentation of Performance
Goal 1.B.1. Award nursing loan repayment contracts.

FY 98: 170 loan repayment contracts

Targets.

FY 99: 200 loan repayment contracts - Performance: 202 contracts
FY 00: 200 loan repayment contracts

FY 01: 200 loan repayment contracts

Indicator: Number of Loan repayment contracts made
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.5 Program Title: Federal Occupational Health

Performance Goals Targets Actual Refe
Performance r-
ence
I. ELIMINATE BARRIERS Off
TO CARE Budget
B. Increase Access Points FY 01: 227,000 served FY 01
1. Clinical Services; Provide FY 00: 212,000 FY 00:
needed basic clinical services FY 99: 310,000 FY 99: 198,000
to Federal employees. FY 98: 194,609 served
2. Environmental Health FY 01; 35,300 services FY 01: Off
Services: Increase the number FY 00: 32,600 FY 00: Budget
of specific environmental FY 99: 27,000 FY 99: (2/00)
services provided. FY 98: 22,281 services
3. Employee Assistance FY 01: 1.3M FY 01
Program: Provide needed FY 00: 1.3M FY 00: Off
employee assistance services. FY 99: 1.241M FY 99: (2/00) Budget
FY 98: 1.193M
[1l. ASSURE QUALITY OF Off
CARE Budget
C. Improve FY 01: 95% satisfied FY OL:
Customer/Patient FY 00: 95% satisfied FY 00:
Satisfaction FY 99: 90% satisfied FY 99: (2/00)
1. Improve total customer FY 98: 85% average
satisfaction among Federal satisfaction rate
agencies served FY 97: 78% average
satisfaction rate
Total Funding: Federal FY 2001:$90 million B x: page # budget
Occupational Health FY 2000: 86 million HP: Healthy People god
(Operating Level) FY 1999: 83 million
FY 1998: 83.146 million

2.5.1 Program Description, Context and Summary of Performance

Context:

The Federd Occupational Hedlth (FOH) program provides occupational hedth servicesand consultation
to federal employees. The Public Hedlth Services Act authorizesthe heads of federa agenciesto provide
occupational hedthservices to their employees. Ninety-nine Departments and agencies elect to do so by
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entering into agreements with the Divison of Federal Occupational Health (FOH) which isa part of the
Department of Health and Human Services, Hedlth Resources and Services Adminigration. The FOH
program provides occupational health consultationand servicesto other federd agencies under Economy
Act inter-agency agreements. Its over-all objective is to improve the hedth and safety of the federa
workforce. The misson statement for FOH is: To become the benchmark for occupationd hedth in the
Nation. FOH’svisonis:

To be the provider of high-qudity, cost-effective consultation and services that constitute a
comprehensive approach, with a public hedth perspective, to improving the hedlth and safety of
the work force, through clinica, environmenta, educationd, and risk-based prevention programs.

Program-level Performance:
In FY 1998 FOH carried out 3,331 inter-agency agreements with 484 dient federal agencies, who
reimbursed FOH $83 million. Specificdly:

C $39 million for basic dinica occupational health consultationand servicesfor about 10 percent of
the federa workforce, as well as for specidized clinica occupationd hedth consultation and
services. Thisinduded consultationswith individua management officiasand groups of managers,
plusdirect clinica servicesto individua employees and groups of employees.

C $9 million for environmentd hedth services that benefit undefined numbers of employees in
worksites where environmental problem are prevented or remediated

C $34 million for employee assstance programs available to over 1 million employees
The employee populations cited are not mutualy exclusve. All told, FOH estimates that its programs

directly benefit 1.3 million of the tota 2.8 million federal employees.

2.5.2 Goal-by-Goal Presentation of Performance

Goal 1.B.1: Clinical Services: Provide needed clinical servicesto Federal employees.

Context:

FOH provides clinica servicesto employees and consultation to management under two different types
of inter-agency agreements. (1) wak-in service at permanent centers offering basic, comprehensive,
nationdly-standardized clinica services, and (2) specidized, on-demand-only clinicd interventions
wherever needed to hdp agency managers meet their specific occupationa health respongibilities arising
out of legidative and regulatory requirements or agency initiatives.
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Performance:

Inthe basdline year of 1998, serviceswere provided to gpproximately 195,000 employees. The FOH goal
isto capture an ever-increasing share of the market for occupationa hedlth services to federal workers.
Thereare not the usua resource restraints, since FOH is 100% reimbursable, and contract provider Saff
can be added as needed.

FY 99: 310,000
FY 00: 212,000* (Revised from 352,000)
FY 01: 227,000

*FY 00 target is based on actual FY 99 performance of 198,000 and inproved data sources. The actua
performance level is stated in terms of the federa population covered by FOH dinicd agreementsfor the
basic, standard package of servicesthat is sold at a per-capita, annud rate of $70 per digible employee
in the DC Metro area, and $89 per elsewhere. The data is available about 6 months into the fisca year
being reported on. However, FOH aso sdlls agencies specidized fee-for-service dlinica services and
consultation, which equaled (in dollar sales) the basic clinical servicesin FY 1997, exceeded them by
$2.5M in FY 1998, and might continue to widen the gap.

Projected leves are based on the volume of current business, a historicd 95% renewd rate for dinicd
interagency agreements, marketing efforts, and trends such as agency budget pressures, competitors
successes, and downsizing.

Goal 1.B.2: Environmental Health Services. Increase the number of specific environmental
services provided.

Context:

Environmental health services enable customer federal agencies to comply with legidative and regulatory
requirementsfor job safety/hedthand environmenta matters. Methodsinclude environmental and worker
exposure monitoring, hazardous waste/material's management, safety audits, and training of employeesand
managers. These services meet the agency's need to create asafe workplace, and to identify, evauate and
control occupationa hedth and environmenta hazards to hedth. They protect employees, vistors, the
generd public, and the man-made and natura environment. They aidin the reduction of both work-related
and non-work-related injury and illness.

Performance:

The basdine uses FY 1998 numbers of over 22,000 specific environmenta services provided. This
includes the number of safety ingpections performed, indoor ar quaity sudiesdone, etc. The data comes
out of the FOH Management Information System. No interpretation isrequired. The dataisavalable a
few months after the close of the FY.
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Projected levels are based onthe volume of current business, marketing efforts, and trends such asagency
budget pressures, competitors successes, and downsizing.

FY 99: 27,000 services

FY 00: 32,600 services* (Revised from 29,000)

FY 01: 35,300 services

* Based on FY 99 data, amore current estimate for FY 00 is 32,600 services provided.

Goal 1.B.3: Employee Assistance Program: Provide needed employee assistance programs.

Context:

Employee Assistance Programs provide consultation to supervisors regarding employee services
(assessment of employee emotional, substance abuse, or Stuationa problems that may interfere with job
performance) and short term counseling for employees. Employees are more likely to be helped early in
the course of an illness when confrontation and resolution occurs in the job setting, and when the source
of hepisclose a hand and easy to access. This reduces the cost of treatment (including Federa benefits
costs) and returns the employee to a more productive satus sooner, thus minimizing productivity losses.
Criticd incident stress debriefing benefits groups of otherwise wel employees who have just suffered
traumaonthejob. It helpsthem understand normal reactions to anormd Stuations, and offersindividua
persona  ass stance when necessary.

Performance:
The basdine from FY 1998 is 1.193 million employees provided employee assstance services. In terms
of determining actual levels, estimatesare available gpproximately one quarter after the end of afiscd year.

FY 99: 1.241 million sarved
FY 00: 1.3 million served
FY 01: 1.3 million served

Projected levds are based onthe volume of current business, marketing efforts, and trends such asagency
budget pressures, competitors successes, and downsizing.

Goal 111.C.1: Improvetotal customer satisfaction among Federal agencies served.
Context/Performance:

Customer satisfaction is measured by survey mechanisms.  Fiscal year 1997 was the first year we

systemdicaly collected customer satisfaction data, so that datais the only basdine available. 1t showed
a 78 percent satisfaction rate for federa agency occupational managers.
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Dataisavallable shortly after any givensurvey isdone. A contractor interviewsfedera agency occupational
health managers and other managers who are consumers of our services or consultation. The FY 1998
rating shown of 85 percent satisfaction is based on those interviews. It is somewhat expensve to have a
contractor interview a large enough sample of managers to get vaid numbers, so this may be done only
every few years. Interms of future targets, the program reviews the last survey’s numbers and estimates
how much improvement can reasonably be accomplished.

Also, in 1998, we started usng “how-did-we-do-today?’ postcards to get satisfaction ratings from

individud employeeswho used basic dinica servicesor visted an EAP counsdl or. Responses showed that
90 percent of users considered FOH services “excellent” and 9 percent considered them “good.”
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HIV/AIDS PROGRAMS

FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

The programs of the HRSA HIV/AIDS Bureau provide the foca point for the Federal responseto the
needs of the approximately 750,000 persons estimated by CDC who arelivingwith HIV disease and the
gpproximately 270,000 persons living with AIDS. 1n 1999, anestimated 500,000 persons received HIV
care and related supportive services through the HIV/AIDS Bureau programs, funded primarily with 1.4
billiondollars appropriations (fisca year 1999) through the Ryan White Comprehensive AIDS Resources
Emergency (CARE) Act of 1990 and 1996.

The HRSA HIV/AIDS care programs demonstrate a comprehensive and aggressive approach in how
government has targeted dollars towards toward development of an effective service ddlivery system by
partnering with states, heavily impacted metropolitanareas and community-based providers. Ryan White
and CBC grants have placed funds where they are most needed so that hard hit communities can manage
in ther reponse to the epidemic a the locd and State levels.

An estimated 4.3 million units of service were provided by Titlel and 11 grantees in 1998. In addition,
Titles 111 and IV reported 106,398 unduplicated clients served in FY 1998. Specific HIV hedth care
sarvicesprovided in 1998 included medica care, provisonof antiretrovird trestments, dental care, mentd
hedth, substancetreatment, homehedthcare, rehabilitationservices, and hospicecare. Key hedth-related
support service included case management, transportation, food bank, housing assistance, emergency
financid assstance, among other services.

The performance report that follows provides specific updatesfor FY 1998 and 1999 for the diversity of
programs that make up the HAB response to HIV care needs in the country. Data are presented by
Section and Title or Part corresponding to the CARE Act. For example, Title | (Part A) providesfor an
emergency responsefor disproportionately affected metropolitanareas. At the same time, States funded
under Title Il (Part B) utilize CARE Act fundsfor Home- and Community-Based Care, Hedlth Insurance
Coverage, State Direct Services, and HIV Care Consortiatoward the development of a broader statewide
response. A separate gppropriation under Part B provides critical funding specificaly for HIV/AIDS
therapiesthrough the AIDS Drug Ass stlance Program (A DA P), bringing the benefits of effective and costly
antiretrovira thergpies within reach of persons with HIV unable to otherwise afford these therapies. Title
[11 (Part C) supports community healthcenters, vitd providersof primary care. Part C dso addressesthe
specific population needs, such as those of reducing perinata HIV transmission, through Title 1V services
and assadting familieswithHIV disease. Part F of the legidationaddresses specific areas of need induding
the shortages in the hedlth care workforce related to HIV care addressed through AIDS Education and
Traning Centers (AETCs), and shortages in specific health care areas such as dental hedlth care for
persons with HIV through the Denta Reimbursement Program.

While we have seen aggnificant declinein HIV/AIDS deeths in the last severd years, there remain key
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chdlenges facing the HAB and the CARE Act asit entersthe new millennium. Of the estimated 750,000
persons living with HIV, it is estimated that over 250,000 persons are knowledgeable of their HIV status
and arenot in care. Mogt disturbing isthe fact that AIDS remains aleading killer in communities of color
and that the largest increases in HIV/AIDS survelllance reports are in cases among women, youth,
racid/ethnic minorities, and injectiondrug usersand their sexud partners. Geographic distribution of cases
a so pointsto the growingneedto devel op primary care capacity in underserved urban communitiesas wel
asin remote and underserved rura areas of the country where we see little or no HIV care infrastructure.
Future efforts will focus on improvements in key areas such as data collection and management and the
development of a Bureau-wide Strategic plan. These efforts will contribute significantly to the Bureau's
activities related to future performance measurement.

The HRSA HIV/AIDS programs are authorized by the RyanWhite CARE Act, as amended, under Title
XXV of the Public Hedlth Service Act. Programs included in this section include:

2.6 AIDS:. HIV Emergency Rdief Grants (Part A)
2.7 AIDS: HIV Care Grantsto States (Part B)

2.8 AIDS: HIV Early Intervention Services (Part C)
29 AIDS: HIV Pediatric Grants

2.10 AIDS Education and Training Centers

2.11 AIDS: Denta Reimbursement Program
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report:

2.6 Program Title: AIDS: HIV Emergency Rdief Grants (Part A)

Title Il programs).

Minorities: 66.5%

Performance Goals Targets Actual Referenc
Performance e
. ELIMINATE BARRIERS TO
CARE
B. Increase Access Points
1. Increase the number of visits for FY 01: 3.00M visits Fy Ol B210
hedlth-related care (primary medical, FY 00: 2.92M visits FY 00:
dental, mental health, substance abuse, FY 99: 2.88M visits Fy 99: (1/01)
rehabilitative and home hedlth) to a FY 98: 2.79M visits
level that approximates inclusion of new FY 97: 2.77M visits
clients. FY 96 : 2.67M visdits
I1. ELIMINATE HEALTH
DISPARITIES
B. Increase Utilization for Under-
served Populations Women
1. Serve women and racia and ethnic FY 01: 32% Fy 0L B 210
minorities in Title I-funded programsin FY 00: 30% FY00:
proportions that exceed their FY 99: 30% FY99: (1/01)
representation in overall AIDS FY 98: Women 30.7%
prevalence by a minimum five Minorities Minorities 67.7%
percentage points (e.g., if 15 percent of FY 01: 66% FY 97 Women 30.3%
current overall AIDS cases are among FY 00: 64% Minorities: 67.8%
women, serve 20 percent women in FY 99: 64% FY 96. Women: 30.7%

Total Funding: AIDS: HIV

Emergency Relief Grants (Part A)
($in 000's)

FY 2001: $586,500
FY 2000: $546,500
FY 1999: $505,039
FY 1998: $464,736

B x: page # budget

HP:. Hedthy People god

2.6.1 Program Description, Context and Summary of Performance

The HIV Emergency Relief Grants, or Title| of the Ryan White CARE Act, provides emergency rdliefto
eligible metropolitan areas (EMAS) that are disproportionately impacted by the HIV epidemic. These
areas are digble for Title | formula grants if they have reported more than 2,000 AIDS cases in the
preceding 5 years, and if they have a populationof at least 500,000 (this provisiondoes not gpply to EMAS




funded prior to FY 1997). Grantsincludeaformulacomponent based on estimated living caseswithinthe
EMA and a supplemental component that is competitively awarded.

The Centersfor Disease Preventionand Control (CDC) has estimated that there are 750,000 persons living
with HIV infection, 550,000 of whom are aware of their HIV status. Approximately 74% of the HIV
infected persons who know their HIV gatus but are not in medical care reside in the Title | Eligible
Metropolitan Areas (EMAS). CARE Act Title| funds are targeted to provide services to not only those
who know their gatus and arein care, but to those (some 200,0000) who remain unaware of their HIV
datus and reside in the Title | EMA.

As required through legidation, local Planning Coundils assess, planand prioritize HIV needsin their loca
aress based on the characterigtics of populations with HIV in those areas and the redlities of gapsinloca
sarvice areas.  This representative council composed of HIV care providers, consumers, and persons
representing substance trestment, mental hedth, Medicaid, among other types of representatives reflecting
the HIV epidemic or where care coordinationisimportant. 101999, EMAs continued to prioritize primary
medica care, provison of antiretrovira therapies, emergency financia assistance, and case management
as the high areas of need for personswith HIV disease.

Inaddition, FY 1998 and 1999 werethefird yearsthat HRSA/HAB implemented additiond requirements
related to development of hedth outcomes for specific funded services.of services. HAB dso strongly
recommended that grantees used the “unit of service cost” concept to assure both cost effectiveness and
accountability in negotiation of service contracts utilizing CARE Act funds, and required coordination
between CARE Act grantees in a given area in the development of a Statewide Coordinated Statement
of Need (SCSN) to foster area-wide service planning and delivery.

FY 1999 has seen additiond policy development and implementation in a number of areas in order to
increase cost effectiveness, access to hedth care and to increase guidance and technica assistance
provided to grantees in using CARE Act funds. For example, in FY 1999 a policy was implemented
dlowing use of AIDS Drug Assstance Program (ADAP) funds for purchase of hedlth insurance

that includesthe full range of HIV trestments and access to comprehensive primary care servicesprovided
that the annua amount spent on hedlthinsuranceisnot greater thanthe annud cost of maintaining that same
populationonthe exigting ADAP. Although ADAPisadministered throughthe CARE Act Titlell program
(Part B), Title | grantees benefitted fromhaving some portion of health care cost previoudy covered under
Title | covered by hedth insurance, thus leaving additiona funds avalable for the uninsured and
underinsured personswith HIV in thelr aress.

In addition, HAB Policy 99-02, “The Use of CARE Act funds for Housing Referrd Services for Short-
Termor Emergency Housing Needs’ wasissued in 1999 to clarify the useof CARE Act fundsin payment
for housngrelated needs. This policy was devel oped incoordinationwiththe US Department of Housing
and UrbanDeve opment (HUD). The joint coordination betweenfederal entities has assured a coordinated
federa response in how housng needs are met. A third policy, “The Use of CARE Act funds for HIV
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Diagnogtics and Laboratory Tests, policy 99-03, wasissued in October, 1999. This policy clarifiesthe
useof CARE Act fundsfor certain diagnostic and laboratory tests and specificaly alowsthe use of CARE

Act funds for genotyping and phenotyping testing.

2.6.2 Goal-by-Goal Presentation of Performance

Goal 1.B.1: Increasethenumber of visitsfor health-related care(primary medical, dental, mental
health, substance abuse, rehabilitative and home health) to a level that takes account of new
clientsin the program.

Context:

The measure was selected to determine accessto care and useof primary care and related services. It was
revised to include amore comprehensive definitionof health-related care induding primary medicd, dentd,
mental hedlth, substance abuse, rehabilitative, and home health services.

Indicator: Number of vistsfor health-rel ated care (primary medicd, denta, menta hedlth, substance abuse,
rehabilitative and home hedlth).

Performance:

Most Recent Actua Performance Fy 1998: 279 million vidts

In FY 1998, 2.79 million vists were reported by 51 Title | Eligible Metropolitan Area (EMA) grantees,
induding 2,600 providers of funded and digible services. Providing the core response by metropolitan
areas hardest hit by the AIDS epidemic, these grantees provided hedth care and related supportive
services to hundreds of thousands of persons living with HIV/AIDS,

Target Performance FY 1999: 2.88 million vigts

FY 2000: 2.92 million vigts*

FY 2001: 3.00 million vigts*
* Performance measure targets for FY 2000 and FY 2001 were revised based on estimated 2.86 visits
by Title | providersin FY 1999. This estimate and the adjusted targets are based on best professiona
judgement, taking into account the revisonof the measureto indlude HAB'’ s compl ete definition of medica
care (i.e, primary medica, denta, menta hedlth, substance abuse, rehabilitative and home hedlth).

[1.B.1: Servewomenand racial and ethnic minoritiesin Titlel funded programsin proportions
that exceedtheir representationinoverall A1 DS prevalence by a minimum five per centage points
(e.g., if 15 percent of current overall AIDS cases are among women, serve 20 percent women in
Titlel programs).

Context:
This measure addresses HRSA' s overdl dtrategy to eiminate disparity in accessto care and to increase
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sarvices to populations that have been traditiondly under served. Benefits provided by new combination
drugs (anti-retrovira g/protease inhibitors) have not uniformly reduced the incidence of AIDS between
genders or racid and ethnic minorities. Despite the reduction seen in overal AIDS morbidity, annud
incidence data show the proportion of AIDS cases among women and minorities continue to increase.

HRSA CARE Act programs have prioritized increesing access to these new drugs among these vulnerable
populations. Inaddition, new programguidance, Titlel 11 planninggrant specifications, and AIDS Education
Training Center training activities are examples of Agency efforts in reducing service utilization disparities
in communities of color.

Indicator: Proportion of women and racid and ethnic minorities served in Title | funded programs
compared to proportion of women and racia and ethnic minorities of the total population who are living
with AIDS.

Performance:
Most Recent Actua Performance FY 1998 30.7% women
67.7% minorities
In FY 1998, the percent of AIDS patients seenby Title| providersincreased by 0.4%, anincreasewhich
is congstent with the increase in the estimated percent of all AIDS cases for the year (0.5%).

Asshown in CHARTS1.B.1-A and 11.B.1-B, the Title I-funded programsare successfully meeting and,
in the case of serving racia and ethnic minorities, exceeding their target performance measures. It should
aso be noted that the performance targets for FY 99, 2000 and 2001 are dl sgnificantly higher than the
target specified in the indicator itdf (i.e, five percent higher than the representation of women and
racid/ethnic minorities among dl AIDS cases in the Nation).

Target Performance FY 1999 30% women
64% minorities

FY 2000 30% women
64% minorities

FY 2001 32% women
66% minorities
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CHART 11.B.1-A'?

Per cent of women served by Title | grantees
compared to % of AIDS caseswho arewomen in U.S.
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CHART 11.B.1-B *2

Per cent of women served by Title| grantees
compared to % of AIDS caseswho are minoritiesin U.S.
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W% of Titlel clientswho are minorities

Data source for percent of women and minorities among all U.S. AIDS cases is Centers for Disease
Control and Prevention end-of-year HIV/AIDS Surveillance Report for 1996-1998.

Datafor Title | funded programs represents duplicated clients.

58



Developmental Performance Outcome Measure
A developmenta performance indicator that measures three key clinical measuresis under

congderation for Titles| and 11. The three clinical measures are: 1) percentage of women receiving pap
smears, 2) percent of clients who receive PCP prophylaxis treatment; and 3) percent of clients who
recaveaTB skin test.

Currently, there are no data available on these measures to serve as a baseline and/or to develop
appropriate targets. During the upcoming year (FY 2000), datawill be recelved from the 7-8 Sites
collecting client level data; these datawill dso beincluded on the Annua Administrative Reports (AAR)
for dl Titlel and Il grantees, dthough grantees will provide it on avoluntary basis. Once the data from
these sources are available, afina decison regarding the development of this performance measure will
be made. Given the importance of including outcome as well as output measuresin the Bureau's
performance plan, every effort will be made to develop these measures further and to include them in
the FY 2002 annua plan.

Data | ssues:

Data Sour ce(s) for Performance Goals
Daafor performance goas A and B are obtained from the following sources.

C Annud Adminigtrative Reports
C Grant Applications
C Grantees Needs Assessments

Data Limitations and Planned | mprovements

Data provided by Title | grantees on the Annua Adminigtrative Reports (AAR) contain duplicated
client/beneficiary counts. HRSA/HAB continues efforts to investigate methods to measure the
unduplicated number of beneficiaries/clients receiving medical and socid support services from Ryan
White Programs. Recently, HRSA/HAB contracted with Harvard University, School of Medicine to
develop mathematicd modd s for unduplicating dient numbers usng the AAR data. Ther prdiminary
findings, based on clients who received one or more services in calendar year 1996, have been
successful in demongtrating possible methods to determine an unduplicated count. Additiondly, a smdl
number of Part A and Part B grantees have been attempting to demonstrate methods to collect and
report client-level data. These efforts are projected to lead to away to readjust, as necessary, the
numbers of beneficiaries and the levd of services use per client, given that former estimates have been
based on duplicated client data.

FY 1999 Data
FY 1999 datafor Title | grantees will be available January 2001.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.7 Program Title: AIDS: HIV Care Grantsto States (Part B)

inTitle Il programs).

Performance Goals Targets Actual Referenc
Performance e
I. ELIMINATE BARRIERS
TO CARE
B. Increase Access Points
1. Increase the number of visits FY 01: 1.57M visits Fy 01 B212
for health-related care (primary, FY 00: 1.53M visits FY 00:
medical, dental, mental health, FY 99: 1.22M visits FY 99: (1/01)
substance abuse, rehabilitative FY 98: 1.45M visits
and home health) to a level that FY 97: 1.07M visits
takes account of new clientsin
the program.
I1. ELIMINATE HEALTH
DISPARITIES
B. Increase Utilization for
Underserved Populations
1. Increase the number of FY 01: 74,800 clients* FY 01: B212
ADAP clients receiving FY 00: 71,900 clients* FY 00:
appropriate anti-retroviral therapy FY 99: 78,088 clients FY 99: 64,500 clients
(consistent with clinical * FY 2000 and 2001 FY 98: 55,000 clients
guidelines) through State ADAPs targets revised based on FY 97: Data not
during at least one month of the actual performance of available. Data system
year. 64,500 for FY 99. initiated in Feb. 1998
2. Serve women and racial and Women Fyo1: B212
ethnic minoritiesin Title Il funded | FY 01: 28% FY 00:
programs in proportions that FY 00: 27% FY99: (1/01)
exceed their representation in FY 99: 27% FY98: Women: 29.4%
overal AIDS prevaence by a Minorities: 64.1%
minimum five percentage points Minorities FY97: Women 30.3%
(e.g., if 15 percent of current FY 01: 60% Minorities: 63.1%
overall AIDS cases are among FY 00: 59% FY96: Women: 26.3%
women, serve 20 percent women | FY 99: 59% Minorities: 59.9%

Total Funding: AIDS: HIV
Care Grantsto States (Part
B)

($in 000

FY 2001: $864,000
FY 2000: $824,000
FY 1999: $737,765
FY 1998: $542,784

B x: page # budget

HP: Hedthy People god
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2.7.1 Program Description, Context and Summary of Performance

Context:

Titlell HIV CARE Act grants to States (Part B) provide formula grants to 50 States, the Digtrict of
Columbia, Puerto Rico, the Virgin Idands and Guam to provide hedlth care and support services for
people living with HIV disease. The amount of the grant to the Sate is based on the estimated living
cases of AIDS within the state in the most recent 10 calendar years and the estimated living cases of
AIDS within the state but outside of any EMAs within the state in the most recent 10 caendar years.
States with more than 1 percent of the total AIDS cases reported nationally during the previous 2 years
must contribute their own resources to match the Federa grant.

Program-wide Performance:
In FY 1999, Title Il funds continued to be used to support awide range of hedth care and related
supportive services including:

C Home and community-based hedlth care and support services;

C Continuation of hedlth insurance coverage, through a Hedlth Insurance Continuation Program
(HICP);

C Pharmaceutica trestments, through the ADAP Program;

C HIV care consortia that assess needs, organize and deliver HIV services in consultation with
service providers, and contract for services,

. State direct services.

In 1998 and 1999, HRSA/HAB implemented additiona requirements related to development of hedlth
outcomes, definition of unit of service cost , and coordination between CARE Act granteesin agiven
areain the development of a Statewide Coordinated Statement of Need (SCSN) reported under the
Title | report above. The Title Il programs were legidatively responsible for the coordinated of the
development of the Statewide Coordinated Statement of Need (SCSN) and this responsibility, posed a
ggnificant chalenge for states in bringing together grantees under Titlesl, I1. 111. 1V, AIDS Education
and Treatment Centers (Part F) and Dental Reimbursement Programs (Part F) to jointly assess and
plan for the needsin the grantee state. All 54 states and territories filed a SCSN statement which was
updated and reported onin FY 1998.

FY 1999 ds0 saw additiond Title Il policy development and implementation in a number of areasin
order to increase cost effectiveness, accessto health care and to increase guidance and technical
assstance provided to grantees in using of CARE Act funds. These palicies included housing related
expenses and laboratory and diagnogtic testing.

AIDS Drug Assistance Program (ADAP)

Starting in 1996, specific AIDS Drug Assistance Program (ADAP) funds were made available to sates
intheir Title Il awards in response to the rapid growth in ADAP clients and costs, and to expand

access to newly avallable anti-retrovird thergpies. Additionaly, ADAPs are using eermark funds to
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purchase hedth insurance that includes the full range of HIV treatments and access to comprehensve
primary care services as another cost effective means of providing thergpiesto igible dlients.

In FY 1999, the ADAP program’s ability to provide medications to underserved populations has
improved sgnificantly for the mogt part. Specifically:

T The number of State ADAPs with waiting lists, decreased from ninein 1997 to five in 1999.
The tota number of clients on waiting lists has decreased from 3,478 in 1998 to 1,581 in 1999.

T The percentage of ADAPswith 26 or more drugs on their formulary increased from 49 percent
in 1997 to 68 percent in 1999.

T ADAPsthat st financid digibility above 200 percent FPL has increased from 56 percent in
1997 to more than 65 percent in 1999.

T In 1999, 83 percent of dl ADAPs require only an HIV postive diagnosis for digibility, versus
1997-1998, where 24-25 percent of State ADAPs set additiond medica digibility criteria
(CD4 counts, Western Blat, etc.).

T From 1997 to 1999, the number of State ADAPs participating in the Section 340B Drug
Discount Program has increased from 19 to 45 (a 137 percent increase). Savings from codt-
recovery srategies increased from $25.9 million in 1997 to $54.5 million in 1999.

In January, 1999, HAB policy 99-01 was released pursuant to FY 1999 appropriations language that
supporting the use of AIDS Drug Assistance Program (ADAP) funds for the purchase of hedlth
insurance that includes the full range of HIV treatments and access to comprehensive primary care
sarvices. The policy indicates that the annua amount spent on health insurance must not be grester than
the annua cogt of maintaining that same population on the existing ADAP. It is estimated that 15
grantees are currently taking advantage of the new provisons by purchasing hedlth insurance products
for clients

2.7.2 Goal-by-Goal Presentation of Performance

Goal 1.B.1: Increasethe number of visitsfor health-related care (primary medical, dental,
mental health, substance abuse, rehabilitative and home health) to a level that takes account
of new clientsin the program.

Context:

This performance goa was selected to determine access to care and use of primary care and related
sarvices. However, with the move toward integrated Health Care Systems at the State levd, it is more
difficult to track specific dlient vigts. Ingtead, the Program is moving to look broadly at outcomes at
both the dinicd and systems levd.

Indicator: Number of vidtsfor hedth-related care (primary medicd, dental, substance abuse, menta
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hedth, home hedlth and rehabilitetive).

Performance:

Most Recent Actua Performance FY 1998 1.45 million vigts

In FY 1998, Title Il programs provided an estimated 380,000 additiona visits, representing a 26.2%
increase over FY 1997. The actual performance for this measure in FY 98 exceeded the FY 99 target
by approximately 230,000 vidts A revised estimate of FY 99 performance of 1.49 million vistsfor
hedlth-related care provided by Title I programs was ca culated.

Target Performance FY 1999: 1.22 million vigits

FY 2000: 1.53 million vigts*

FY 2001: 1.57 million vigts*
* FY 2000 and FY 2001 targets were revised based on an estimated 1.49 million viditsto Title |1
programsin FY 1999. Both the revised FY 99 estimate and the revised FY 2000 and 2001 targets
take into account the HAB'’ s complete definition of medica care including primary medicd, dentd,
mental hedlth, substance abuse, rehailitative and home hedth care).

Goal 11.B.1: Increasethe number of ADAP clientsrecelving appropriate anti-retroviral
therapy (consistent with clinical guiddines) through State ADAPsduring at least one month of
the year.

Context:

Thisgoa was originaly sdected to be a good performance measure given the changes in the epidemic
and the advent of highly effective anti-retrovird therapy (HAART) to treat the disease. Asitis currently
written, however, the measurement of this god is beyond the data management and adminigrative
cagpacity of current ADAP grantees. A sgnificant portion of ADAP clients may receive medications
from other sources, including Medicaid, other Ryan White CARE Act locd pharmacy assistance
programs, private insurance, or through dinicd trids. Additiondly, it is not uncommon for ADAP
clients to switch between systemsin asingle reporting period. The available data, therefore, could give
an incomplete drug therapy history, and therefore distort the results of whether clients are receiving
"gppropriate" anti-retrovird therapy consstent with the PHS treatment guidelines (i.e, “current dlinica
guiddines’). In addition, HRSA does not have the satutory authority to require ADAPs to compare
ther utilization data to the PHS treatment guidelines to determine if clients are receiving "appropriae’
anti-retrovird thergpy ("consstent with clinica guiddines).” HRSA does, however, maintain an ADAP
formulary database in order to monitor nationa formulary trends. HRSA aso works continudly with
ADAPs on formulary development in order to ensure that, to every extent possible, the appropriate
drugs are included on each of the State's formulary.

A potentia revison to thisgod is under consideration; this revised goa would include the number of
people enrolled in ADAP programs and receiving medications on a monthly basis and would delete the
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words “gppropriate’ and “congstent with current clinical guiddines’.
Indicator: Number of individuas receiving appropriate anti-retrovira thergpy (consstent with current
clinicd guiddines) through State ADAPs during at least one month of the year.

Performance:

Most Recent Actua Performance FY 99: 64,500 clients

In FY 1999, an average of 64,500 persons were served each month by ADAP. In comparison with
monthly figures from FY 1998, an average of 9,500 additiond clients were receiving anti-retrovira
therapies through ADAP per month in FY 1999. The origind FY 99 target of 78,088 average clients
per month served by ADAP was not met due to arevison in the program’ s data collection system. The
ADAP Monthly Report (AMR) on which this measure is based, was implemented in February 1998.
By FY 1999, the system had been successfully implemented with a resulting improvement in the
accuracy of the reported number of clients recalving services through ADAP each month. This
improvement in the data will alow amore accurate determination of appropriate targets for this
messure in the future.

Target Performance for Future Years  FY 00: 71,900 clients

FY 01: 74,800 clients
Therevised FY 2000 and FY 2001 targets are revised based on actua performance in FY 99 of
64,500 average clients served per month, aswell as FY 2000 appropriations and the FY 2001
President’ s budget request.

Goal 11.B.2: Servewomen and racial and ethnic minoritiesin Title Il funded programsin
proportionsthat exceed their representation in overall AIDS prevalence by a minimum five
per centage points (e.g., if 15 percent of current overall AIDS cases are among women, serve
20 percent women in Titlel1l programs).

Context:
Thisgod directly relatesto HRSA overdl strategy to diminate disparity in accessto care and to
increase services to populations that have been traditionally underserved.

Benefits provided by new combination drugs (anti-retrovirad/protease inhibitors) have not uniformly
reduced the incidence of AIDS between genders or racia and ethnic minorities. Despite the reduction
seen in overdl AIDS morbidity, annud incidence data show the proportion of AIDS cases anong
women and minorities continue to increase.

HRSA CARE Act programs have prioritized increasing access to these new drugs among these

vulnerable populations. In addition, new program guidance, Title I11 planning grant specifications, and
AIDS Education Training Center targeted training activities are an example of Agency targeted efforts
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in reducing service utilization digparities in communities of color.

Indicator: Proportion of women and racid and ethnic minorities served in Title |1 funded programs
compared to proportion of women and racid and ethnic minorities of the total population who are living
with AIDS.

Performance:
Most Recent Actual Performance FY 1998 29.4% women

64.1% minorities
Asshownin CHARTSI1.B.2-A and I1.B.2-B, the Title I1-funded programs are successfully meeting
their target performance measures. It should aso be noted that the performance targets for FY 99,
2000 and 2001 are dl sgnificantly higher than the target specified in the indicator itsdf (i.e, five percent
higher than the representation of women and racia/ethnic minoritiesamong al AIDS casesin the
Nation).

Target Performance FY 1999 27% women
59% minorities

FY 2000 27% women
59% minorities

FY 2001 28% women
60% minorities
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CHART 11.B.2-A'?

Per cent of women served by Titlel1 grantees
compared to % of AIDS cases who arewomen in U.S.
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CHART 11.B.2-B *?

Percent of minoritiesserved by Title Il grantees
compared to % of AIDS caseswho are minoritiesin U.S.
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Data source for percent of women and minorities among all U.S. AIDS cases is Centers for Disease
Control and Prevention end-of-year HIV/AIDS Surveillance Report for 1996-1998.

Datafor Title Il funded programs represent duplicate clients.
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Developmenta Performance Outcome Measure

A developmentd performance indicator that measures three key clinica measuresis under
consderation for Titles| and 11. The three clinical measures are: 1) percentage of women receiving pap
smears, 2) percent of clients who receive PCP prophylaxis trestment; and 3) percent of clients who
receiveaTB skin test.

Currently, there are no data avail able on these measures to serve as a baseline and/or to develop
gppropriate targets. During the upcoming year (FY 2000), datawill be received from the 7-8 Sites
collecting client level data; these datawill dso beincluded on the Annua Adminigtrative Reports (AAR)
for dl Titlel and Il grantees, dthough grantees will provide it on avoluntary basis. Once the data from
these sources are available, afind decision regarding the development of this performance measure will
be made. Given the importance of including outcome as well as output measures in the Bureau's
performance plan, every effort will be made to develop these measures further and to include them in
the FY 2002 annud plan.

Data | ssues:

Data Sour ce(s) for Performance Goals

Daafor performance goas A and B are obtained from the following sources.
C Annuad Adminigtrative Reports

C Grant Applications

C Grantees Needs A ssessments

Data Limitations and Planned | mprovements

Dataprovided by Title I grantees on the Annua Adminigrative Reports (AAR) contain duplicated
client/beneficiary counts. HRSA/HAB continues efforts to investigate methods to measure the
unduplicated number of beneficiaries/clients receiving medical and socid support services from Ryan
White Programs. Recently, HRSA/HAB contracted with Harvard University, School of Medicine to
develop mathematicd mode s for unduplicating dlient numbers usng the AAR data Ther prdiminary
findings, based on clients who received one or more services in caendar year 1996, have been
successful in demongtrating possible methods to determine an unduplicated count. Additiondly, a smdll
number of Part A and Part B grantees have been attempting to demonstrate methods to collect and
report client-level data. These efforts are projected to lead to away to readjust, as necessary, the
numbers of beneficiaries and the level of services use per client, given that former estimates have been
based on duplicated client data.

FY 1999 Data
FY 1999 datafor Title Il grantees should be available January 2001.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.8 Program Title AIDS: HIV Early Intervention Services (Part C)

under Early Intervention
Programs.

FY 98: 72,242 (69.7%)
FY 97: 63,423 (65.8%)
FY 96: 54,573 (64.5%)

Performance Goals Targets Actual Referenc
Performance e
I. ELIMINATE BARRIERS
TO CARE
A. Increase Utilization for
Under served Populations
1. Increase the number of FY 01: 120,398 clients Fy OL: B215
people receiving primary care FY 00: 110,398 clients FY 00:
services under Early Intervention FY 99: 90,433 clients FY 99: (1/01)
Services programs. FY 98: 105,398 clients
FY 97: 96,451 clients
Il. ELIMINATE HEALTH
DISPARITIES
B. Increase Utilization for
Under served Populations
1.Increase the number of racial FY 01: 84,179 (70%) Fy 01: B215
and ethnic minorities who are FY 00: 77,279 (70%) FY 00:
receiving primary care services FY 99: 60,000 (66%) FY 99: (/01)

Total Funding: (Program Title)
($in 000's)

FY 2001:$171,400
FY 2000:$138,400
FY 1999:$ 94,270
FY 1998:$ 76,211

B x: page # budget
HP: Hedthy People god

2.8.1 Program Description, Context and Summary of Perfor mance

Context:

Title 111 of the Ryan White CARE Act authorizes a program to support outpatient HIV early
intervention services for people in existing primary care systems, and supports comprehensive primary
health care and other services for individuals who have been diagnosed with HIV diseese. The
program specificaly targets previoudy underserved populations, which have had limited accessto care,
including women, children, adolescents, racid and ethnic minorities, and substance abusers.

Program-wide Performance:

The 208 Title 111 currently funded programs represent a cross-section of community-based and public
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organizations. They include: 1) Federdly-funded community hedth centers, 2) non-federaly funded
community-based hedlth centers; and city and county heath departments, 3) hospital or
university-based medicd centers, 4) other types of organizations including - hedth care for the
homeless centers, family planning dinics, and comprehensive hemophilia diagnostic and trestment
centers. These programs provide arange of servicesincluding:

. Risk-reduction counsdling, partner involvement in risk education, education to prevent
transmission, antibody testing, medica evauation, and clinica care;

. Anti-retrovird therapies, protection againgt opportunistic infections, and ongoing medica, ora
hedlth, nutritiona, psychosocia, and other care for HIV infected clients;

. Case management to assure access to services, and continuity of care for HIV-infected clients;

. Addressing “ co-epidemics’ that occur frequently in association with HIV infection, including
tuberculosis and substance abuse,

In FY 1999, fund became available through Title I11 planning grants to bolster HIV/AIDS care to
African Americans and individuds in rurd and underserved areas. Over 10 gpplication guidance
technical assstance meetings were held in FY 1999 to announce availability of Ryan White funds
especidly to grantees serving new, targeted underserved communities.

A total of 79 planning grants were awarded by the Title Il program to public and private organizations
in FY 1999. These planning grants are designed to help communities that lack adequate HIV care
resources improve their ability to deliver primary care to individuas with HIV. The grants are used
specificdly to help organizations that primarily serve African Americans affected by HIV/AIDS
grengthen their planning and adminidrative activities.

2.8.2 Goal-by-Goal Presentation of Performance

Goal I.A.1: Increasethe number of peoplereceiving primary care servicesunder Early
I ntervention Services Programs.

Indicator: The number of people receiving primary care services under Early Intervention Services
Programs.

Performance:

Most Recent Actua Performance FY 1998 105,398 clients

In FY 1998, Title 11 Early Intervention Program continued to exceed its FY 1999 target of 90,433
clients receiving primary care services. A tota of 105,398 persons received these servicesin FY 1998,
an increase of 9.3% in new clients served compared to FY 1997. Risk exposure information shows the
largest percentage increase of persons served with HIV disease who are heterosexua and injection
drug usersin comparison with client datafrom Fy 1997.
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Target Performance FY 1999: 90,433 clients

FY 2000: 110,398 clients*

FY 2001: 120,398 clients*
*The target performance for FY 2000 and FY 2001 was revised based on the Early Intervention
Program’ s successful performance (i.e, in excess of its FY 1999 target). An updated estimate of clients
recelving primary care services through the Early Intervention Program was used in the development of
these revised targets.

Goal 11.B.1: Increase the number of racial and ethnic minoritieswho arereceiving primary
care servicesin Early Intervention Programs.

Context:

Thisgod directly relates to HRSA overdl srategy to diminate disparity in accessto care and to
increase services to populations that have been traditionally underserved.

Indicator: The number of racid and ethnic minorities recaiving primary care servicesin Ryan White
Title Il Early Intervention Programs.

Performance:

Most Recent Actua Performance FY 1998: 72,242 (69.7%)

In FY 1998, the Title 111 Early Intervention Program provided servicesto gpproximately 72,000 racial
and ethnic minorities, an increase of 14% (8,819 minority clients), compared to FY 1997. The
Program’ s performance over the past two years has exceeded the origind FY 1999 target of 60,000
racid and ethnic minorities receiving primary care services. The leve of performance reflects
ggnificantly increased efforts across dl of the Ryan White CARE Act programsto target communities
of color. Despite the reduction seen in overadl AIDS morbidity, annua incidence data show the
proportion of AIDS cases anong women and minorities continue to increase. In addition, benefits
provided by new combination drugs (anti-retrovird protease inhibitors) have not uniformly reduced the
incidence of AIDS among racid and ethnic minorities.

Target Performance FY 1999: 60,000 (66%)

FY 2000: 77,279 (70%)*

FY 2001: 84,179 (70%)*
*The target performance for FY 2000 and FY 2001 was revised based on the Early Intervention
Program’ s successful performance (i.e, in excess of its FY 1999 target). An updated estimate of racial
and ethnic minority dlients receiving primary care services through the Early Intervention Program in FY
99 was used in the development of these revised targets.
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Data Sour ce(s) for Performance Goals
Datafor performance goads|.A.1 and 11.B.1 are obtained from the annud Title 111 Early Intervention

Program Data Reports

FY 1999 datafor Title Il granteeswill be available in January, 2001.
FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

29 Program Title AIDS: HIV Pediatric Grants (Women, Children, Y outh)

Perfor mance Goals Targets Actual Refer -
Performance ence
I. ELIMINATE
BARRIERS TO CARE
A. Increase Utilization
for Underserved
Populations FY 01: 15,000 enrolled females | FY O1: B218
1. Increase the number of | FY 00: 14,470 enrolled females | FY 00:
enrolled female clients FY 99: 13,900 enrolled femaes | FY 99: (1/01)
provided comprehensive FY 98: 11,000 enrolled females
services, including FY 97: 9,469 enrolled females
appropriate services
before or during
pregnancy, to reduce
perinatal transmission.
I11. ASSURE
QUALITY OF CARE
B. Assure
Effectiveness of Care FY 01: 193* FY 0L B218
1. Decrease by 5 percent FY 00: 203* FY 00:
annually the number of FY 99: 214* FY 99: (1/01)
newly reported AIDS * Target measures for this FY 98: 225*
casesin children asa indicator were revised based FY 97: 310*
result of perinatal on revised data used to FY 96: 502*

transmission

measure actual performance.

* Data used to measure actual
performance were revised.

Total Funding: HIV
Pediatric Grants
(Women, Children and
Y outh)

$in 000's

FY 2001: $60,000
FY 2000: $51,000
FY 1999: $45,985
FY 1998: $40,803

B x: page # budget
HP: Hedlthy People god
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2.9.1 Program Description, Context and Summary of Perfor mance

Title IV of the Ryan White CARE Act devel ops and supports programs that provide coordinated,
comprehensive, family-centered systems of care and enhanced access to clinical and other research
activities for children, youth, women and families infected with and affected by HIV/AIDS. The Title
IV client populations require intensve case management, child and respite care, and unique models of
direct service ddivery. In addition to providing community-based medical and socid support services
these systems of care mugt be directly linked to the Nationd Ingtitute of Health and other clinica
research trids. Innovative models funded under this program must organize, arrange for, and ddliver
comprehengve sarvices to these populaions maximizing and utilizing dl existing ongoing systems of
care. TitlelV programs serve the unique and varying needs of their specific service areas by utilizing
extensive and culturaly competent outreach to provide access to a seamless system of carefor dl client
populations.

Project areas funded under Title IV include:

. Grants for Coordination of HIV Services and Access to Research for Children, Y outh, Women
and Families,

. African American Children’s Initiative;

. Adolescent Initiative Grants,

. Continuous Qudity Improvement Initiative (to be implemented in FY 2001).

2.9.2 Goal-by-Goal Presentation of Performance

Goal I.A.1: Increase the number of enrolled female clients provided comprehensive services,
including appropriate services before or during pregnancy, to reduce perinatal transmisson.

Indicator: The number of femde clientsenrolled in Title IV programs receiving comprehensive services,
including appropriate services before to during pregnancy to reduce perinata transmission.

Performance:

Most Recent Actual Performance FY 1998 11,000 enrolled femaes

In FY 1998, the Title IV program continued to see an increase in numbers of enrolled women receiving
comprehensve services, including appropriate services before, during or after pregnancy to reduce
perinatal transmission. In FY 1998, therewas an estimated 16% increase over FY 1997 figuresin the
number of women enrolled in the program.

Target Performance for Future Years FY 99: 13,900 enrolled females
FY 00: 14,470* enrolled females
FY 01: 15,000* enrolled femaes
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Goal 111.B.1: Decrease by 5 percent annually the number of newly reported AIDS casesin
children asaresult of perinatal transmission.

Indicator: Number of reported AIDS casesin children as aresult of perinatal transmission according to
CDC Survelllance data reports.

Performance:

Most Recent Actua Performance FY 1998 225 cases*

*HAB, in collaboration with the Centers for Disease Control and Prevention (CDC) and the Assstant
Secretary for Management and Budget, has selected an aternate data source for measuring
performance related to the reduction of perinatal HIV transmission. The new data sourceis based on
an edtimate of pediatric AIDS cases by year of diagnosi's; the previous source was based on pediatric
AIDS cases by the year reports were received by CDC.

It isimportant to note that, regardless of the data source used, pediatric AIDS cases as aresult of
perinatal transmission continues to decrease. Based on the revised data source, estimated pediatric
AIDS cases by year of diagnosis, there was a 27.4% decline in mother to child HIV perinatal
transmission between FY 1997 and FY 1998.

Decreasing the annua number of newly reported AIDS cases demondirates the effectiveness of the
Title IV program’s perinatal HIV transmission reduction activities. These activities include 1) improving
accessfor HIV positive pregnant women to new thergpies that have high success rates in preventing the
transmisson of HIV to newborns, 2) facilitating participation in clinica trids that provide these women
access to sate-of-the-art trestments; and 3) successfully identifying increasing numbers of HIV postive
pregnant women before or early in their pregnancy and providing effective counsdling regarding
medications to decrease risk of perinatal transmission.

Target Performance for Future Years FY 1999: 214 cases*

FY 2000: 203 cases*

FY 2001: 193 cases*
*Revisad performance targets were developed for thisindicator by applying the five percent annua
decrease in newly reported pediatric AIDS cases from the origind god to the actud FY 1998
performance of 225 cases based on the updated data source for measuring this indicator.

Data | ssues:
Source(s): Title 1V Data Report and CDC HIV/AIDS Surveillance Reports
FY 1999 datafor Title IV programswill be available January, 2001.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.10 Program Title: AIDS Education and Training Centers

Performance Goals

Targets

Actual
Perfor mance

Reference

IV. IMPROVE PUBLIC
HEALTH AND HEALTH
CARE SYSTEMS

B. Promote Education and
Training of the Public Health
and Health Care Workforce
1. Increase the number of
minority health care and social
service providers who receive
training in AETCs.

FY 01: 127,000 providers
FY 00: 117,000 providers
FY 99: 107,582 providers

FY 0O1:

FY 00:

FY 99: (1/01)

FY 98: 89,549 providers

B221

FY 97: 88,817 providers

FY 2001: $29,150
FY 2000: $26,650
FY 1999: $19,994
FY 1998: $17,216

Total Funding: AIDS
Education and Training

Centers
$in 000's

B x: page # budget
HP:. Hedthy People god

2.10.1 Program Description, Context and Summary of Perfor mance

Context:

The Nationd AIDS Education and Training Centers (AETC) Program is anetwork of 14 regiond
centers (with more than 75 loca performance sites) that conduct targeted, multi disciplinary HIV
education and training programs for hedlth care providers. The mission of these centersisto increase
the number of health care providers who are effectively educated and motivated to counse, diagnose,
treat and manage individuas with HIV infection and to asss in the prevention of high risk behaviors
which may lead to infection. AETC represents the Bureau' s efforts to build the pool of available HIV
care trained professionals.

Program-wide Performance:

During FY 1998 and FY 1999 AETC program focused on further refinement of its effortsin severd
areas. For example, ongoing clinica consultation was added as an integra part of the Centers
respongbility to assure that providers would receive ongoing assistance in using educationd training in
thar dinicad work. This activity was supplemented by the HRSA/AETC Nationd HIV Tdephone
Consultation Service which provides generd support to HIV care providers nationwide. In addition,
the AETC programs incorporated more “hand-on” experience and revised their training format to
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incorporate an interactive workshop environment instead of using primarily alecture format.

In FY 1999, severa national AETC Centers were established, the AETC Resource Center, the AETC
Evauation Centers, and the National Minority AETC. The AETC Resource Center was established
to increase sharing of information and decrease duplication in training activities anong the currently
funded AETCs. The AETC Evauation Centers were established to improve documentation of
educationd outcomes of the AETC programs. The National Minority AETC was charged with
increasing the pool of trained minority health care professonds.

2.10.2 Goal-by-Goal Presentation of Performance

Goal IV.B.1: Increase the number of minority health care and social service providerswho
receivetraining in AETCs.

Indicator: Number of minority hedlth care providers who receive training in AETCs.

Performance:

Mogt Recent Actual Performance FY 1998: 89,549

In FY 1998 atota of 89,549 minority hedth care providers were trained through AETC programs.
Given theincreasing proportion of AIDS cases among racial and ethnic minorities -- more than 60
percent of clients currently receiving care and services under the CARE Act are minorities —improving
the clinical education and training for minority providersis critical in managing the increasng number of
cases among communities of color.

Data | ssues:
Data Sour ce for Performance Goal
AETC Evduation Data System

FY 1999 Data
FY 1999 data for the AIDS Education and Training Centers will be available in January, 2001
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.11 Program Title: AIDS: Dental ServicesProgram

Performance Goals Targets Actual Refer-
Performance ence

1. ASSURE QUALITY OF

CARE

A. Promote Appropriateness

of Care

1. Increase the number of FY 01: 46,200 persons | FY OL: B223
persons for whom a portion of FY 00: 46,000 persons | FY 00:

their unreimbursed oral health FY 99: 66,000 persons | FY 99: 46,000 persons

costs were reimbursed.

Total Funding: AIDS: Dental FY 2001: $8,500 B x: page # budget
Services Program FY 2000: $8,000 HP: Heslthy People god
$in 000's FY 1999: $7,798

FY 1998: $7,762

2.11.1 Program Description, Context and Summary of Performance

Context:

The Denta Services Program is designed to partialy reimburse accredited dental schools and other
graduate dentd education programs for the documented uncompensated costs they have incurred for
providing ora hedlth trestment to HIV infected patients for twelve-month periods which are specified
annudly.

Performance:

In 1999, the HRSA HIV/AIDS [Ryan White CARE Act] Dental Reimbursement Program provided an
average award of 49 percent of unreimbursed costs to 93 ingtitutions in support of dental care for
approximately 46,000 HIV positive patients.

2.11.2 Goal-by-Goal Presentation of Performance

Goal 111.A.1: Increase the number of personsfor whom a portion of their unreimbursed oral
health costs were reimbur sed.

Indicator: The number of persons for whom a portion of unreimbursed ora health costs were
reimbursed.

76



Performance:

Mogt Recent Actud Performance FY 1999: 46,000 persons

A new reporting system for the Dental Services Program has recently been approved by the Office of
Management and Budget. This system, which was initiated during the last reporting period, will be fully
operationa in FY 2000. It provides a more accurate count of the number of beneficiaries within the
Dentd Services Program;  the previous measurement only provided an estimate. The number of clients
seen in FY 1999 is based on the new reporting system

Target Performance for Future Years  FY 2000: 46,000 clients*

FY 2001: 46,200 clients*
* Performance targets for FY 2000 and FY 2001 were revised based on the Actud FY 1999
performance of 46,000 persons for whom a portion of unreimbursed oral hedlth costs were reimbursed
by the Denta Services Program. The revised performance targets aso included consderation of the
increasing costs of ord hedlth care.

Data | ssues:
Data Source for Performance God isthe Denta Service Program Grant Applications
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MATERNAL AND CHILD HEALTH

FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report

The Materna and Child Hedlth Bureau (MCHB) provides |leadership, partnership and resourcesto
advance the hedth of dl of our Nation's mothers, infants, children, and adolescents-including families
with low income levels, those with diverse racid and ethnic heritage and those living in rurd or isolated
areas without access to care.

The Bureau draws upon nearly a century of commitment and experience. Early efforts are rooted in
MCHB'’s predecessor, the Children’s Bureau, established in 1912. Mgjor program efforts of the
Bureau include:

212 Materna and Child Hedlth Block Grant - Title V

2.12.a Hedthy Start Initiative

2.12.b Traumatic Brain Injury Program

2.13 Universd Newborn Hearing Screening and Early Intervention
2.14 Emergency Medical Servicesfor Children

2.15 Poison Control Centers

2.16  Abgtinence Education Program
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.12 Program Title. Maternal and Child Health Block Grant - TitleV

Performance Goals Targets Actual Refer
Performance -ence
I. ELIMINATE
BARRIERS TO CARE
A. Increase Utilization for
Under served Populations
1. Decrease the percent of FY 01: 10% Fy 01: B195
children without health FY Q0:
insurance. FY 99: (Jan, 01)
FY 98: (Apr, 00)
FY 97: 14%
FY 96:
FY 95: 14%
2. Increase the percent of FY 01: 80% Fy 01: B195
potentialy Medicaid digible FY 00:
children who have received a FY 99: (Jan, 01)
service paid by the Medicaid FY 98: (Apr, 00)
program. FY 97. 70%
3. Increase the number of FY 01: 24M Fy O1: B195
children served by Title V. FY 00:
FY 99: (Jan, 01)
FY 98: (Apr, 00)
FY 97: 20.2 million
4. Increase the percent of FY 01: 80% Fy O1: B195
children with special health FY 00:
care needs (CSHCN) in the FY 99: (Jan, 01)
State with a medical/hedlth FY 98: (Apr, 00)
home. FY 97: 69%
5. Increase the percent of FY 01: 90% Fy 01 B195
CSHCN in the State program FY 00:
with a source of insurance for FY 99: (Jan, 01)
primary and specialty care. FY 98: (Apr, 00)
FY 97: 83%
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FY 96: 7.3/1000
FY 95: 7.6/1000

6. Increase the percent of FY 01: 90 % Fy 01: B195
infants born to pregnant FY 00:
women receiving care FY 99: (April, 01) HP-14
beginning in the first FY 98:
trimester. FY 97: 825 %
II. ELIMINATE
HEALTH DISPARITIES
A. Reduce
I ncidence/Prevalence of B195
Disease and
Mor bidity/M ortality HP-14
1. Decrease the ratio of the Fy 01: 21to1l Fy 01
black infant mortality rate to FY Q0:
the white infant mortality FY 99: (Sept, 01)
rate. Fy 98:
FY 97
FY 96: 24to01
Fy 95:23to1
[11. ASSURE QUALITY B195
OF CARE
B. Assure Effectiveness of HP-14
Care
1. Decrease the infant FY 01: 6.9/1000 Fy 01:
mortality rate FY 00: 7.0/1000 FY 00:
FY 99: (April, 01)
FY 98: (Apr, 00)
FY 97: 7.1/1000

Total Funding: Maternal
and Child Health Block
Grant

($in 000's)

FY 2001: $799,130

FY 2000: $799,130

FY 1999: $804,744

FY 1998: $776,605
(Funding totals include
Hedlthy Start and
Traumatic Brain Injury)

B x: page # budget
HP:. Hedthy People god

2.12.1 Program Description, Context and Summary of Perfor mance

The MCH Block Grant is the only Federd program that focuses solely on improving the hedth of
mothers and children. It is specificaly intended to (1) reduce infant mortaity, (2) provide and ensure
access to comprehensive prenatal and postnatal care to women, (3) increase the number of children
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receiving hedlth assessments and follow-up diagnostic and treatment services, (4) provide and ensure
access to preventive and child care services, (5) provide and promote family-centered, community-
based, coordinated care for children with special hedlth care needs (CSHCN), and (6) identify
pregnant women and infants who are digible for Title XIX (Medicaid) and to assst them in gpplying
for services, through outreach and enrolIment.

The program has three main components. formula grants to States; and two Federdly- administered
discretionary project grant programs, specia projects of regiona and nationd significance (SPRANS);
and community integrated service systems (CISS). These components are administered in a
complementary fashion in support of providing qudity hedth care to al mothers and children.

The MCH Block Grant is a public hedlth program that complements the Medicaid and SCHIP hedth
insurance programs which pay for a defined set of medicaly necessary services for low-income
individuals meeting specific digibility requirements. Higtoricaly, State Medicaid programs have relied
on State MCH programs not only for maintaining the medica infrastructure, but also for assstance in
enrolling eigible women and children, developing poalicies, procedures and practice sandards that help
providers and other agencies work more effectively with Medicaid, and organizing and providing
services not available or ble in the private sector.

In 1997 the Materna and Child Health Bureau initiated a new Performance Partnership with the
States. Aspart of this effort, MCHB and the States conducted a 16 month processin which
representatives of the States, concerned interest groups, experts in public health, materna and child
hedlth, public hedth data, and State data systems dl participated. The process included two mgor
mestings with representatives of dl the State materna and child headlth Directors, and extensive
discussions with and input from the States. The purpose was to completely re-design the Block Grant
Annua Report and Application Guidance, both in structure and process, to include a set of core
performance measures that al States would report on, and a set of State-gpecific measures that
individua States would negotiate with MCHB. The Annua Report and Application were re-
structured around the core and State specific performance measures. The MCHB GPRA measures
for the MCH State Block Grant program aggregate and use the State core measures to assess the
overal performance of the whole State Block Grant program.

2.12.2 Goal-by-Goal Presentation of Performance

Aninitid set of MCHB GPRA measures has been identified to measure the nationd impact of the
MCH State Block Grant program. These measures are based on the core set of measures that the
States sarted reporting on, under the new Performance Partnership with the States, in FY 1998. The
MCHB GPRA measures for the MCH State Block Grant program either aggregate and use the State-
reported core measures data or, for vital statistics measures, the most recent CDC data to assess the
overal performance of the State Block Grant program.
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Goal I.A.1:  Decreasethe percent of children without health insurance.

Context:

While the association between insurance tatus and utilization of hedlth care servicesiswell
documented in adults, lessis known about the utilization of services by children. A 1996 study by
Harvard, The Kaiser Foundation and Nationa Opinion Research Center found the uninsured were
four times more likely to have an episode of needing but not getting medicd care. Other data indicate
that children without heglth insurance have an average of one fewer visits per year, and recelve less
care than insured children with smilar problems.

Performance:

Basdine: 14% of children without hedlth insurance (1995).
Performance FY 97: 14%

Target FY 01: 10%

Indicator: The Percent of children without hedth insurance.

Itisclear that HRSA isonly one piece in helping to achieve thisgod and that thisis a nationwide
problem that can only be solved with Federd, State and Community participation. MCHB will review
the performance data reported by the States when it is edited, assembled and available this Spring.
After sharing that data with HCFA and ASMB, HRSA will consder whether to revisethe FY 01
Target.

Goal I.A.2:  Increasethe percent of potentially Medicaid digible children who have
received a service paid by the Medicaid program.

Context:

Financid accessto hedth care does not guarantee that dl children will enroll and access care, but
insured children are more likely to get care. Currently 4 million children are estimated to be digible
non-participants in Medicaid. By encouraging and helping al Medicaid-qudified children to enrall,
State Title V programs help ensure access to hedlth care services.

Performance:

Basdine FY 97: 70%

Performance FY 97: 70%

Target FY 01: 80%

Indicator: The percent of potentidly Medicaid digible children who have recelved a service paid by
the Medicaid program.

Goal I.A.3:  Increasethe number of children served by Title V.
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Context:

The primary objective of TitleV of the Socid Security Act is*“to improve the hedth of al mothersand
children,” especidly under-served populations. Increasing the number of children served by TitleV is
central to accomplishing this purpose.

Performance:

Basdine 20.2 million

Performance FY 97: 20.2 million

Target FY 01: 24 million

Indicator: The number of children served by Title V.

Goal I.A.4:  Increasethe percent of children with special health care needs (CSHCN) in
the State with a medical/health home.

Context:

The MCHB accepts the American Academy of Pediatrics definition of and recommendation regarding
the necessity of a medica/heath home, and considers such a source of care to be essentid for children
with specia hedlth care needs.

Performance:

Basdine 69% in FY 1997.

Performance FY 97: 69%

Target FY 01: 80%

Indicator: The percent of children with specia hedlth care needs (CSHCN) in the State with a
medica/hedth home.

Goal I.A.5:  Increasethe percent of CSHCN in the State program with a sour ce of
insurance for primary and specialty care.

Context:

CSHCN are disproportionately low income, and because of this, they are at higher risk for being
uninsured. Moreover, because their needs for health services extend beyond those required by hedlthy
children, they are more likely to incur catastrophic expenses. Since children are more likely to obtain
hedlth careif they are insured, this measure is an important indicator of accessto care.

Performance:

Basdine: 83% in FY 1997.
Performance FY 97: 83%
Target FY 01: 90%

83



Indicator: The percent of CSHCN in the State program with a source of insurance for primary and
Specialty care.

Goal I.A.6:  Increasethe percent of infants born to pregnant women receiving care\
beginning in thefirst trimester.

Context:

Early identification of maternd disease and risks for complications of pregnancy or birth are the
primary reason for first trimester entry into prenatal care. This can help assure that women with
complex problems and women with chronic illness or other risks are seen by specidids. Early high-
qudity prenatd careiscritica to improving pregnancy outcomes. CDC data are used for this
performance measure.

Performance:

Basdline: 81% began prenatal carein firgt trimester (1995).

Performance FY 97: 82.5%

Target FY 01: 90%

Indicator: The percent of infants born to pregnant women receiving care beginning in the firgt trimester.

Goal I1.A.1: Decreasetheratio of the black infant mortality rateto the white infant
mortality rate.

Context:

While the U.S. has made sgnificant progress in reducing the overdl infant mortdity rete, there is il
sgnificant disparity in the rate for selected racid groups. The digparity for Black infant mortdity is
more than twice the White rate. CDC data are used for this performance measure.

Performance:

Basdline (1995): Black rate: 14.0 deaths per 1000 live births; White rate: 6.0 deaths per 1000.
Ratio: 23t0 1

Performance FY 96: 24to 1

Performance FY 97:

Target FY O01: 21to 1

Indicator: Theratio of the black infant mortdity rate to the white infant mortdity rate.

Goal 111.B.1: Decreasetheinfant mortality rate



Context:

All countries of the world measure the infant mortality rate as an indicator of genera hedth status. The
U.S. has made progress in reducing this rate, but the rate of decline has dowed in the last 10 years.
CDC data are used for this performance measure.

Performance:

Basdine: 7.6 deaths per 1000 live births (1995).
Performance FY 97: 7.1/1000

Target FY 01: 6.9/2000

Indicator: The infant mortdity rate.

Data | ssues:
Data for the measures specified above are tabulated from the State Block Grant annual report and
gpplication, except for vital satistics data, which come from CDC.

The Maternal and Child Hedlth Block Grant program, after extensive consultations with States and
OMB, indtituted performance-based reporting from al States, accompanied by eectronic reporting, in
FY 1998. The Maternd and Child Hedlth Bureau had worked closdly with the Statesto complete a
re-engineering of the Materna and Child Health (MCH)Block Grant Annual Report and Application
Guidance into asingle process. The revised gpproach includes not only a standardization of the
gpplication and reporting procedures required by the authorizing legidation (Title V of the Socid
Security Act), but aso incorporates reporting on a set of quantitative performance measures.

The new guidance provides for an application/annua report process that is uniform for al States and
jurisdictions, captures al the data required in the Title V' legidation, and incorporates the principles of
Performance Partnerships. Concurrent with the redesign of the Guidance, an dectronic reporting
system was developed that alows the States to submit their gpplications/annud reports eectronicaly.
It capture Al of the quditative programmatic information as well as the quantitative data necessary for
performance measurement. In FY 1999, MCHB isimplementing the Title VV Information System,
which provides users access to the consolidated data reported by al 50 States and 9 jurisdictions.

Data Limitations and Planned | mprovements:

Significant improvements in the quality of data have dready been accomplished by the sandardization
of definitions and formats imposed both in the new Performance Partnership and by the new electronic
reporting format. One feature of the eectronic reporting format requires that the raw data for rates
and ratios be entered, and dl cdculations are done by the program. One difficulty facing MCHB is
that different States have different data capabilities. Thisleads to the result that some kinds of data are
collected by some States on a periodic basis - every two or three years, for example - while other
kinds of data may vary in currency across States - so that not all States report data from the same
year & the sametime. MCHB will provide intensive additiond ass stance to the States in achieving
standard data capabilities.
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FY 2001 Performance Plan.Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.12.a Program Title Healthy Start Initiative

Performance Goals Targets Actual Refer-
Performance ence
I. ELIMINATE
BARRIERS TO CARE B198

A. Increase Utilization for
Under served Populations

1. Reduce the percentage of FY 01: 16.75% Fy 01

enrolled women who receive FY 00:

late or no prenatal care. FY 99: (Sept, 00)
(New) FY 98:17.06%

[1l. ASSURE QUALITY

OF CARE

B. Assure Effectiveness of

Care B198
1. Decrease the percentage of FY 01: 11.75% FYy 0O1:

low birth weight babies born to FY 00:

Healthy Start clients. FY 99: (Sept, 00)

(Revised) Origina wording: FY 98: 12.09%

Decrease by 1% the number (Provisiond)

of low and very low birth

weight babies born to Healthy

Start clients.

Total Funding: [FY 2001: $90,000] B x: page # budget
Healthy Start [FY 2000: $90,000] HP: Healthy People
($ in 000"s) [FY 1999: $104,967] goal

[FY 1998: $95,526]
(Funding for
Healthy Start is
included in the
MCH Block
Grant line)

2.12.a.1 Program Description, Context and Summary of Performance

Context:
The FY 2001 Budget proposes that funds be made available firdt to continue making grants to Healthy
Start grantees that were awarded funds on or before January 15, 2000, whose current grant award
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continuesin FY 2001. If the totd amount of such grant awards is less than $90 million, at least 95
percent of the remaining funds will be available for States, under the cost sharing provisions of section
503 of the Socid Security Act, according to the ratio that infant mortality in each State bears to the
totd of infant mortdity inthe U.S. Up to five percent of remaining funds are to be available for States
for technicd assstance. Thiswould help to ensure a greater level of commitment toward collaboration
and cooperation by State and locd perinatal hedlth systemsin support of communities. The program
will continue to target communities with racid, ethnic, and geographica digparity in perinatd hedth and
other sgnificant problems that contribute to high infant mortaity. The grantees will be expected to
implement Strategies that complement their State maternd and child hedlth systems and enhance
collaboration with and among States in carrying out essentid activities, such as Medicaid and the State
Children’ s Hedlth Insurance Program (SCHIP).

Hedthy Start focuses on the need to strengthen and enhance community systems of perinatd hedth. It
does this by helping communities to fully address the medica, behaviora and psychosocid needs of
women and infants. The FY 2001 program will provide for a continuing opportunity to reduce factors
contributing to infant mortaity by adaptation of successful Hedthy Start models of intervention in urban
and rurd communities with high rates of infant mortdity, especialy among racid/ethnic populations,
and to share the lessons learned with States, communities, and academic and professiona
organizations.

Program-wide Performance:

In FY 1997, the Healthy Start program concluded its demongtration phase (Phase ). Twenty-two of
the high risk communities, together with public/private partnerships implemented strategies to address
the broad range of hedlth, socia, economic and educational unmet needs that result in high rates of
infant mortdity. A review of find reports from the projects which document their experience reveds
their successin building community-based coditions and achieving community- wide service system
integration, improved care coordination, expanded level and range of services, and dleviation of other
barriersto care. Cost savings have resulted from reducing low birth weight through promoation of
hedlthy behaviors such as prenatal care visit compliance, smoking cessation and substance abuse
trestment. In addition, the Hedlthy Start program is having broader impact on on-going public and
private sector partnerships that have facilitated welfare to work and community job cregtion.

In the replication phase (Phase I1), which began in FY 1998, actions were initiated to carry out three
specific program gods. 1) expand the success of the Hedthy Start program by replicating models of
perinata care which have shown evidence of strengthening the perinata system: to date, 41 new
communities are replicating infant mortdity reduction strategiesin their communities; 2) establish a peer
mentoring program: to date, 20 projects from the demonstration phase are serving as peer mentorsto
new Hedthy Start communities and other hedlth care providers while continuing efforts to improve the
perinatd hedth for women, infants and their families in their own communities; and 3) nationdly
disseminate knowledge and information on lessons learned: the Hedlthy Start Nationa Resource
Center project isfully operationd and serves this purpose.

87



2.12.a.2 Goal-by-Goal Presentation of Perfor mance

Goal I.A.1:  Reducethe percentage of enrolled women who receive late or no prenatal
care.

Context:
Thisisanew goa added to better reflect the expected outcomes for the Healthy Start population.
Indicator: The percentage of enrolled women who receive late or no prenatal care.

Goal 111.B.1 Decreasethe percentage of low birth weight babies born to Healthy Start
clients. (Thisgod has been re-gated to make it more specific, and to adjust its format.)

Original wording: Decrease by 1% the number of low and very low birth weight babies
born to Healthy Start clients.

Indicator: Number of ddiveries/births weighing 1500-2499 grams.

Performance:

Provisond data reported by granteesindicates a basdline of 12.09% for the client populations served
in CY 1998. Not dl grantees have their own source for these data. Whereiit is necessary to use vita
datistics data, reporting will take longer.

The following developmental performance gods have been set-aside in favor of gods more related to
expected outcomes for the Hedlthy Start population:

Increase by 25% the utilization of compr ehensive community-driven health
servicesin project areas by pregnant/parenting women and infants.

I ncrease community and provider under standing of the SCHIP and its eigibility
requirement, provider location, service reimbursement and relevant issues. SCHIP
outreach, enrollment, consumer advocacy and quality monitoring functions at all
Healthy Start sites.

Ensure 90% of theinfants of Healthy Start clientsreceive age appropriate
immunizations.

Data | ssues:
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Datafor the performance goaswill come from the Healthy Start Replication Phase Data Reporting
Requirements, developed in collaboration with the Hedthy Start grantees to be useful for both Federd
and grantee purposes. The requirements were pilot-tested and are being submitted for OMB
clearance.

Data Limitations and Planned I mprovements.

As noted earlier, community-based grantees do not dways start with the capacity to provide al the
data that might be desired. The Hedlthy Start program has worked with grantees to help them
develop data systemns gppropriate to their functions and objectives, and have advised them on
dternative sources and drategies for data. This assstance and advice will continue.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report

2.12.b Traumatic Brain Injury Program

Performance Goals Targets Actual Refer-
Performance ence

IV.IMPROVE PUBLIC
HEALTH AND HEALTH
CARE SYSTEMS

B. Promote Education and
Training of the Public B198
Health and Health Care
Workforce

1. Increase the number of Fy 01. 15 Fy 0L

States with educational and Fy 00: 11 FY 00:

training materials, and Fy 99: 7 FY 99: 8

programs for consumers, FY 98: 0 (7 in process)
families and professionals.

C. Promote Systems and B198
Infrastructure Development

1. Increase the number of Fy 01: 35 Fy 0L

States with TBI core capacity FY 00: 30 FY 00:

that includes: a State Action Fy 99: 25 Fy 99: 25

Plan, Statewide Needs FYy 98: 13

Assessment, designated State
agency staff, and State

Advisory Board.

Total Funding: [FY 2001: $5,000] B x: page # budget
Traumatic Brain Injury [FY 2000: $5,000] HP: Hedthy People goa
Program [FY 1999: $4,998]

($ in 000's) [FY 1998: $2,991]

(Funding for the TBI
program is shown in the
Maternal and Child Health
Block Grant line).

2.12.b.1 Program Description, Context and Summary of Performance

Congress has authorized HRSA to improve services for traumatic brain injury (TBI) survivors through
aprogram of demongtration grants to States to improve hedth and other services for the assessment
and trestment of TBI. The TBI Demondgtration Grant Program is designed to emphasize activities by
States that implement State-wide systems that ensure access to comprehensive and coordinated TBI
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sarvices. A comprehensive system of care is needed to improve al aspects of services available for
individuaswith TBI and their familiesincluding: pre-hospitd care, emergency department care,

hospital care, rehabilitation, trandtional services, education and employment, and long-term community
support.

According to arecent Generd Accounting Office (GAO) study of services, adultswith TBI often have
permanent disability that requires long-term supportive services to remain in the community. Inan
andysis of nine States, the gap between the number of individuas with TBI recaiving long-term
services and the estimated number of disabled adults with TBI remainswide.

The HRSA TBI programis part of athree HHS agency effort with CDC and NIH. Collaboration

occurs with the Department of Education/Office of Specia Education and Rehabilitation services, the
Veteran's Adminigration, and the Adminigration on Developmenta Disdbilities.

2.12.b.2 Goal-by-Goal Presentation of Perfor mance

Goal IV.B.1: Increasethe number of Stateswith educational and training materials, and
programsfor consumers, families and professionals.

Context:

Increasing the number of States with educationa and training materids, and programs for consumers,
families and professonas will increase the knowledge base and improve care ddivery for TBI
patients.

Indicator: Number of States with educationa and training materias and programs.

Performance: FY 99 Actua Performance was higher than the FY 99 Target.

Goal IV.C.1: Increasethe number of Stateswith TBI core capacity that includes. a State
Action Plan, Statewide Needs Assessment, designated State agency staff, and State
Advisory Board.

Context:
The identified components of TBI core capacity are critica to assuring increased qudity of carefor
TBI patients.
Indicators:

. Number of States with a State Action Plan (Basdline 13).

. Number of States with a Statewide Needs Assessment (Basdine 13).

. Number of States with a designated State agency staff (Basdline 13).

Number of States with a State Advisory Board (Basdline 25).
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Performance:
FY 99 Actua Performance met the FY 99 Target.

The following two gods have been discontinued. The difficulty in measuring them exceeds their vaue
asindicators.
Goal 1V.C.2: Increasethe number of Statesthat coordinate public (RSA,
Special Education, Medicaid, TitleV, etc.) and private (insurance, €tc.)
resour cesto assist individuals and familiesin developing long-term financial
support to secure community and/or health services.

Goal IV.C.3: Increasethe number of Statesthat track program
implementation of servicesfor peoplewith TBI to narrow the gap between
those disabled by TBI who receive services and those disabled by TBI not
receiving services.

Data | ssues:
Datato be collected from an annua survey of grantees, being developed and prepared for OMB
clearance.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report

2.13 Program Title: Universal Newborn Hearing Screening

Performance Goals Targets Actual Refer-
Performance ence

1. ASSURE QUALITY

OF CARE

A. Promote

Appropriateness of Care B203
1. Increase the percentage of FY 01: 40% Fy 01

newborns who have been FY Q0:

screened for hearing FY 99: (June, 00)
impairment before hospital FY 98: 20%

discharge. (New)

Total Funding: Universal FY 2001: $3,375 B x: page # budget
Newborn Hearing FY 2000: $3,375 HP: Heslthy People chapter
Screening FY 1999: n/a

($in 000's) FY 1998: n/a

2.13.1 Program Description, Context and Summary of Perfor mance

HRSA proposed anew program for FY 2000 to promote newborn hearing screening as a standard of
care. Thisinitiative will address criticd gaps by supporting grants to the States to: (1) develop and
expand statewide universal newborn hearing screening programs, (2) link screening programs to
intervention within the community service system, (3) monitor the impact of early detection and
intervention on child, family, and systems, and (4) provide technical assistance.

At the current stage of development of the universal newborn hearing program in this country, 80
percent of infants are till not screened prior to hospital discharge. In those areas where universd
newborn hearing screening is occurring, gppropriate and timely diagnosis and intervention continues to
be amgor chalenge. Attrition rates as high as 60 percent between initid referrd and diagnostic
confirmation are sill not unusud, and linkages between screening programs and early intervention
programs are yet not well-established.

This effort is one component of an on-going multiple agency partnership with the CDC, NIH, and the
Department of Education.
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2.13.2 Goal-by-Goal Presentation of Performance

Goal I11.A.1: Increasethe percentage of newbornswho have been screened for hearing
impair ment before hospital discharge. (New Performance Goal)

Context:

This God replaces the four developmentd goals (see below) proposed last year, as a measure more
accurately reflecting the activities proposed and the health outcomes being addressed, and one for
which data are available.

Increasing the percentage of newborns who have been screened for hearing impairment before
hospital discharge is the first step toward improving the early diagnosis and treatment of infants with
hearing impairment.

Indicator: The percentage of newborns who have been screened for hearing impairment before
hospital discharge.

The following four developmental gods have been replaced:

* 90 percent of eigibleinfants will be referred to and receive early intervention services by 6 months
of age. (Developmentad)

* 90 percent of infants identified through screening programs will have an identified medical home.
(Developmentd)

* The average age of diagnosiswill be reduced to 3 months, with amplification by 6 months.
(Developmentd)

* 50 states will have established statewide universa newborn hearing screening programs.
(Developmentd)

Data | ssues:

Data Collection and Validation:

Datafor the new performance god is available from the Nationa Center for Hearing Assessment and
Management (NCHAM). Itisaso reported annually by the Statesin the Title V State Block Grant
Annua Report and Application, as Performance Measure #10.

Data Limitations and Planned | mprovements:
The data obtained from NCHAM are at least as good as the data reported by the States annualy.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report

2.14 Emergency Medical Servicesfor Children

Performance Goals Targets Actual Refer-
Performance ence
IV.IMPROVE PUBLIC
HEALTH AND HEALTH
CARE SYSTEMS
C. Promote Systems and
Infrastructure Development B205
1. Increase the number of FY 01: 15 (Statewide) Fy 01
States that have implemented FY 00: 20 (Statewide/ FY 00:
Statewide pediatric protocols partia) FY 99: 25 (10 Statewide,
for medical direction. FY 99: 18 (Statewide/ 15 partia)
(Modified wording to focus on partia) FY 98: 16 ( 6 Statewide,
Statewide implementation.) 16 partia)
2. Increase the number of Fy 01: 23 Fy 0O1: B205
States that require all FYy 00: 10 FY 00:
EM SC-recommended pediatric Fy 99: 7 Fy 99: 18
equipment on Advanced Life Fy 98:5
Support (ALS) ambulances.
Total Funding: Emergency FY 2001: $15,000 B x: page # budget
M edical Services for FY 2000: $17,000 HP: Headlthy People goa
Children FY 1999: $14,995
($in 000's) FY 1998: $12,941

2.14.1 Program Description, Context and Summary of Performance

The EMSC program is designed to ensure that dl children and adolescents, no matter where they live
or where they travel, receive appropriate care in ahealth emergency. It seeksto improve al aspects
of children’s acute emergency medica care, including pre-hospita care, emergency department care,
hospital care, and rehahilitation, and it seeks to prevent such emergencies from occurring. The EMSC
program is the only Federd program that focuses on improving the quality of children’s emergency
care.

The system for pediatric emergency care has many deficiencies. Fewer than haf (46%) of hospitas
with emergency departments have the necessary equipment for stabilization of ill and injured children.
In 1998, only 5 States required that Advanced Life Support vehicles carry al equipment needed to
gabilizeachild. Only 11 States have guideines for acute care facility identification for pediatricsto
ensure that children get to the right hospital in atimely manner. Only 40% of U.S. hospitas with
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emergency departments have written transfer agreements with ahigher leve facility to ensure that
children receive timely and appropriate hospita care when they need it. Findly, sysemsare not in
place to assess and evauate pediatric emergency care: only 9 States have the capacity to produce
reports on pediatric EMS using Statewide EM S data.

The EMSC program has been ajoint effort of HRSA and DOT's Nationa Highway Traffic Safety
Adminigration Snceitsinception in 1985 and has been cited by the Ingtitute of Medicine as an
excdllent example of government collaboration. The program collaborates with CDC's Nationa
Center for Injury Prevention and Control, SAMHSA’s Emergency Services and Disaster Relief
Branch, and FEMA'’ s Disaster Response Team; and has a close relationship with 14 national
organizations representing EMS professionas and other interested groups.

2.14.2 Goal-by-Goal Presentation of Performance

Goal IV.C.1 Increasethe number of Statesthat have implemented Statewide pediatric
protocolsfor medical direction. Thewording of this performance goa has been changed to
emphasize the implementation of Statewide protocols.

Previouswording:  Increasethe number of Statesthat have pediatric protocolsfor both
online and offline medical direction.

Context:

Having Statewide pediatric protocols for medicd direction within a State will increase the standard of
care for pediatric emergency patients.

Indicator: Number of States with Statewide pediatric protocol for medica direction.

Performance:
FY 99 Actud Performance of 25 was significantly higher then the FY 99 Target of 18.

Goal IV.C.2: Increasethe number of Statesthat require all EM SC-recommended
pediatric equipment on Advanced Life Support (ALS) ambulances.

Context:

Requiring al EM SC-recommended pediatric equipment on Advanced Life Support (ALS)
ambulances will increase the quality and appropriateness of care for pediatric emergency patients.
Indicator: Number of States that require al pediatric equipment on AL S ambulances.

Performance:
FY 99 Actud Performance of 18 States was sgnificantly higher that the FY 99 Target of 7.
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Data | ssues:

Many of the changes to be accomplished by this program will take some time to accomplish, annua
measurement would not show much effect. Thisis especidly true for outcomes, the impact on which
will be assessed over five-year periods. On the other hand, the performance measures shown here
can and will be assessed annudly. An annud reporting form that will be required of granteesisnow in
preparation for OMB clearance. Thisform should be available for use by mid-2000.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.15 Poison Control Centers

Performance Goals Targets Actual Refer-
Performance ence

1. ASSURE QUALITY

OF CARE

A. Promote B206
Appropriateness of Care

1. Increase the number of Fy 01: 5 Fy 01

uniform and evidence-based FY 00:

guiddlines available for FY 99:0

approva by the American
Association of Poison Control
Centers, to be used in Poison
Control Centers.

Total Funding: Poison FY 2001: $1,500 B x: page # budget
Control Centers FY 2000: $3,000 HP: Hedthy People goa
($in 000's) FY 1999: n/a

FY 1998: n/a

2.15.1 Program Description, Context and Summary of Performance

A new program has been initiated in FY 2000 to address problems related to poison control services.
FY 2000 fundswill be used by HRSA primarily to support the development and assessment of
uniform patient management guiddines. Thiswill provide congstent, evidence-based protocols
nationdly and will result in improved qudity of service. This builds on funding dlocated in FY 99 by
CDC, with support from HRSA, to develop a nationd toll-free telephone number for poison control
and initiate a public education campaign to advertise this number. Thiswill go far to improving access
to poison control services nationwide. All activitiesin support of Poison Control Centers are part of a
joint HRSA/CDC initiative. With the exception of the toll-free number, budget requests to support
this effort will come through HRSA.

The activities are based on recommendations contained in the Find Report of the Poison Control
Center Advisory Group, an ad hoc group called together by HRSA/CDC in response to a request
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from HHS to develop a plan to address the poison control center crisis. Their recommendations which
are essentid  to stabilize and improve the system and assure universal access to poison control
services form the basis for these proposed activities.

2.15.2 Goal-by-Goal Presentation of Performance

Goal I11.A.1: Increasethe number of uniform and evidence-based guidelines available for
approval by the American Association of Poison Control Centers, to be used in Poison
Control Centers.

Context:
Having evidenced-based guidelines available for use at the Poison Control Centers will improve the
gandard of care for acute poisoning-related incidents, thereby improving the qudity of care.

Data | ssues:
Most datawill be collected from annual gpplications and reports from grantees.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report

2.16 Program Title: Abstinence Education Program - TitleV

Performance Goals Targets Actual Refer-
Performance ence
I. ELIMINATE
BARRIERS TO CARE
C. Focus on Target B208
Population
1. Achieve State-set targets FY 01 (06/00) Fy 0L
for reducing the proportion of FY 00:
adol escents who have engaged FY 99: (01/01)
in sexual intercourse. FY 98: (06/00)
2. Achieve State-set targets FY 01: (06/00) Fy 0L B208
for reducing the incidence of FY 00:
youths 15-19 years old who FY 99: (01/01)
have contracted sel ected FY 98: (06/00)
sexually transmitted diseasesin
50 percent of the participating
States.
3. Achieve State-set targets FY 01: (06/00) Fy 0L B208
for reducing the rate of births FY 00:
to teenagers aged 15-17 in 50 FY 99: (01/01)
percent of the participating FY 98: (06/00)
States.
Total Funding: Abstinence FY 2001: $50,000 B x: page # budget
Education Program FY 2000: $50,000 HP: Hedthy People goa
($in 000's) FY 1999: $50,000

FY 1998: $50,000

2.21.1 Program Description, Context and Summary of Perfor mance

This program providesformula grantsto the States for the purpose of providing abstinence education, and
at the option of the State, where gppropriate, mentoring, counsdling, and adult supervision to promote
abstinence from sexud activity, with afocus on those groups which are most likely to bear children out
of wedlock.

The trends over the past several decades show that increasing proportions of teens have had sexual
intercourse. Sexua experience, and particularly the age at firg intercourse, represent critical indicators
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of the risk of pregnancy and sexudly transmitted diseases. After years of increases, the teen birth rate
declined by 16 percent from 1991 to 1997, with dl States reporting a decline in the birth rate of teens
15-19 yearsold between 1991 and 1997, according to the Centersfor Disease Control and Prevention.
The proportion of students who had sexud intercourse dso fell 11 percent during the 1990's. Despite
these recent declines, teen pregnancy and out-of-wedlock sexud activity remain sgnificant problemsin
communities across the country.

The Abgtinence Education Grant Programisa key component of the Nationa Strategy to Prevent Teen
Pregnancy announced by Secretary ShaldainJanuary 1997. This Strategy presented a comprehensive
plan to prevent teen pregnancies in the United States by strengthening, integrating, and supporting teen
pregnancy prevention and other youth-related activities in communities across the country. The
Department of Health and Human Servicesis committed to involving awide range of partnersin itsteen
pregnancy prevention efforts, including nationd, State, and local organizations, schools; hedthand socia
Serviceorganizations, business; rdigiousingitutions; tribes and tribal organizations, federd, State and local
governments, parents and other family members, and teens themselves. In communities around the
country, thereis increasing recognition that helping teens to avoid pregnancy requires multiple programs
and strategies. Sincethe causes of teen pregnancy are complicated and overlgpping, solutions must have
many parts and approaches.

Established by The Persona Responsibility and Work Opportunity Reconciliation Act of 1996, and firgt

funded in fiscd year (FY)1998, the Abstinence Education Grant Program is il inits early stages. The

annud gpplications for the program, due in July of each calendar year for the next FY, will report datafor

the preceding FY. Data for the first year of operation, FY 1998, will be reported in the gpplications

received in July 1999, and should be processed and available by June 2000.

The Department, through the Office of the Assstant Secretary for Planning and Evaduation (ASPE), is
responsible for conducting an evauation of the State Abstinence-only Education Grants. Therewereno

provisons made in the origina legidation for a Federd evauation of the Abstinence Education Grant

Program. The Baanced Budget Act of 1997 set aside funding for Federally-sponsored eval uations of

Section 510 abstinence-only educations programs. In August 1998, Mathematica Policy Research was
awarded the contract of the Evaluaion of Abstinence-only Education Programs. This project is a
three-year multi-Ste effort to improve knowledge about programs aimed at preventing teen sexua activity
and its negative consequences. The evauation will focus on nine Stes involving random assgnment

experiments and, possibly, five stesinvolving comprehensive community-wideinitiatives. Datacollection
was scheduled to begin in the fal of 1999.

The proportion of States who met their individual objectives for FY 1998 for the three specified
performance measures has not presently been compiled. It is anticipated that the data for States who
reported an FY 1998 performance indicator for the specified measuresin their FY 1998 annud report
will be compiled by June 2000. “The nationd targetsfor FY 2001 will be set when the basdinesfor FY
1998 become available in June 2000.”
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2.21.2 Goal-by-Goal Presentation of Performance

Goal 1.C.1: Achieve State-set targets for reducing the proportion of adolescents who have
engaged in sexual intercoursein 50 percent of the participating States.

Nationwide, approximately 53% of all high school students have had sexud intercourse during their
lifetime. There are someindicationsthat early sexud intercourse by adolescents can have negative effects
on socid and psychologica development.  Abstinence-only education programs are a way to educate
young people and create an environment within communities that support teen decisons to postpone
sexud activity.

Basdine: June 2000
Performance FY 1999: January 2001
Target FY 2001: June 2000

Indicator: The percentage of participating States that achieve State-set targets.

Goal 1.C.2: Achieve State-set ratesfor reducing the incidence of youths 15-19 years old who
have contractedsel ectedsexually transmitteddiseases (ST Ds)in 50 per cent of the participating
States.

STDsare preventable diseases and the availability and quadity of sexualy transmitted disease servicesare
important factors in preventing the spread of disease and complications. The mgority of STDsoccur in
people aged 15-29 years. By age 21, gpproximately 1 of every 5 young people has required treatment
for an STD. Primary and secondary prevention approaches are effective ways to reduce STDs.
Abstinence-only education programs are one way to educate young people regarding the relaionship of
sexud activity and STDs.

Basdine: June 2000

Performance FY 1999: January 2001

Target FY 2001: June 2000

Indicator: The percentage of participating States that achieve State-set targets.

Goal I.C.3: Achieve State-set targets for reducing therate of birthsto teenagersaged 15-17
in 50 percent of the participating States.

Teen pregnancy isamgor threet to hedthy and productive lives. Teen parenting is associated with the
lack of high school completion and initiating acycle of poverty for mothers.

Basdine June 2000
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Performance FY 1999: January 2001
Target FY 2001: June 2000

Indicator: The percentage of participating States that achieve State-set targets.
Data Collection and Validation:

Data for dl performance measures will be reported in the annua formula grant applications. These
gpplications, due in July of each caendar year for the next fiscd year (FY), report datafor the preceding
FY. Datafor the first year of operation, FY 1998, as reported in July 1999, will be processed and
available by June 2000.

Data Limitations and Planned I mprovements.

The Statesdo not dl have good datafor some measuresreated to teenage sexud behaviors, so there may
be some difficulty in obtaining high qudity dataiin the early stages of this program. Every effort will be
made to work with the States to improve the qudity of their dataas quickly as possible. In addition, not
dl States were able to report annua performanceindicatorsfor ~ FY 1998 in their FY 1998 annual
reports. It is anticipated that an increased number of States will be able to report FY 1998 annua
performance indicatorsin their FY 1999 annua reports.
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HEALTH PROFESSIONS

FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report

The misson of the Bureau of Health Professons (BHPY) is to contribute to ensuring access to quality
hedth care for dl Americans by supporting education and training programs that improve the diversity,
digtribution, and qudity of the hedlth care workforce. Through a collection of programs and activities,
the Bureau strives to improve the hedth status of dl Americans, particularly the underserved, by
enhancing the education, utilization, training, diveraty, and qudity of the Nation’s hedth personnel.

Through Titles VII and V111 programs, the Bureau provides both policy leadership and support for
hedlth professions workforce enhancement and educationd infrastructure development. Current
emphasis is on improving the geographic digtribution and diversity of the hedth professons workforce.
The Bureau utilizes an outcome-based performance system to measure whether program support is
mesting its nationd health workforce objectives, and to Sgna where program course correction is

necessary.
Programsincluded in this section include:

2.17 Hedth Professons and Nursing Training Programs
2.18 Workforce Information and Andysis
2.19 Children's Hospitd Graduate Medica Education
2.20 Hedth Education and Assistance Loans (HEAL)
221 Nationd Practitioner Data Bank,

Hedthcare Integrity and Protection Data Bank
2.22  Vaccine Injury Compensation Program
2.23 Ricky Ray Hemophilia Relief Fund Program
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report

2. 17 Program Title: Health Professons and Nursing Education and Training Programs

I.ELIMINATE
BARRIERSTO CARE
A. Increase Utilization for
Under served Populations

1. Increase the number of FY 01: 33,580 Fy OL: B137
sudentsitraineesin clinicd FY 00: 33,580 FY 00:

training with hedlth care ser- FY 99: 31,575 FY 99: 11/00

vice ddivery organizations FY 98: 26,347

serving underserved areas

2. Increase the number of FY 01: 5,789 FY 01 B137
graduates and/or program FY 00: 4,467 FY 00:

completers who enter FY 99: 4,391 FY 99: 11/00

practicein underserved areas FY 98: 5,374

3. Increase the number of FY 01: 46,637 Fy 01 B137
graduates and/or program FY 00: 68,232 FY 00:

completers of hedlth pro- FY 99: 68,350 FY 99: 11/00

fessions primary care tracks FY 98: 69,786

and programs that support

primary care

[I.ELIMINATE HEALTH

DISPARITIES

B. Increase Utilization for
Under served Populations
1. Increase the number of

minority/disadvantaged FY 01: 12,814 FY 01 B137
graduates and program FY 00: 12,035 FY 00:
completers FY 99: 10,652 FY 99: 11/00

FY 98: 8,092
2. Increase the number of Fy 01. 19,162 FY 01: B137
minority/disadvantaged FY 00: 21,286 FY 00:
enrollees. Fy 99: 21,231 FY 99: 11/00

FY 98: 16,391
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3. Increase the number or Fy 01. 119 FY 01 ”
underrepresented minorities FYy 00: 334 FY 00:
sarving as faculty FYy 99: 326 FY 99: 11/00

FY 98: 240
Total Funding: Health FY 2001: $217,245 B x: page # budget
Professions and Nursing FY 2000: $301,193 HP: Hedthy People god
Training Programs FY 1999: $301,177
($in 000') FY 1998: $289,101

2.17.1 Program Description, Context and Summary of Performance

Context:

Titles VIl and VIII of the Public Hedlth Service Act create programs to support the education and
training of the hedthcare workforce. The programs consst of competitive grants to organizations that
train and educate hedlthcare professonas. Current efforts are focused on improving the geographic
digtribution and diversity of the hedthcare workforce.

The BHPr exercises policy leadership and support for enhancing the hedlth professons workforce and
educationd infragtructure. Thisis accomplished through administration of approximately 40 grant
programs to educate and train physcians, nurses, dentidts, dlied hedth professonals and public health
practitioners a gpproximately 1,700 ingitutions. BHPr personnel aso maintain extensive professiona
relationships with numerous professiond organizations concerned with hedth care so the programs
respond quickly to evolving needs. Most grants are awarded on the basis of peer-reviewed
gpplications to assure the highest stlandards of professona competence and objectivity. To assure
maximum availability of information to our customers, the Bureau/Agency maintains a Web ste that
provides information about the Bureaw/Agency, grants to be awarded in the upcoming grant cycle and
materids with which to gpply for agrant.

Within HRSA, the Bureau of Health Professions provides funds to the Bureau of Primary Hedlth Care
(BPHC) to support managed care fellowship activities and to Maternd and Child Hedlth Bureau for
faculty development of generdist physicians. BHPr aso supports HRSA' s Border Hedlth Initiative to
carry out an outreach project in four border states to train local residents as community hedth
workers, encourage hedlth promotion, and reach out to families

to enroll children for the Child Hedlth Insurance Program. Finaly, BHPr sponsors the revitdization of

Primary Care Week through efforts of the AHEC Program, Family Medicine professond
associations, student associations (AMSA) and other collaborating partners,
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Program-wide performance:

The grant programs are proven successes in filling gaps |eft by the hedthcare marketplace. For
ingance, while only 10% of dl U.S. hedthcare graduates practice in medicaly underserved
communities, asampling of Bureau funded programs shows 40% for Professona Nurse Traineeships,
40% for Nurse Practitioner/Midwife, and 33% for Family Practice residency practice in these aress.
The god of graduating hedlthcare professionals from underrepresented racid/ethnic backgroundsis
amilarly well-advanced by Title VII and VIII programs. Whereas the average graduating cohort of
hedlthcare professond schoolsin the U.S. is composed of approximately 10% underrepresented
minorities, Bureau funded programs are well targeted to achieve program objectives of graduating
underrepresented minorities: 89% for the Faculty Loan Repayment Program, 50% for the
Scholarships for Disadvantaged Students Program, 32% for Physician Assigtant Training, 21% for
Advanced Nurse Education and 19% for Preventive Medicine Residencies.

Program-level data issues:

The goals presented in Section 2.22.2 capture the significant output on Bureau goas concerning
access to hedlth care and the diversity, didtribution and quality of the healthcare workforce which cut
acrossdl Title VII and VIII programs. The gods provide useful information to identify program
strengths and areas that need technical assistance to better meet program objectives. The Bureau has
relied on data collected from grantees, but lacked a unified gpproach to the collection activity. In July
1994, BHPr began devel oping a structured, agency-wide strategic approach to collecting performance
dataon Title VII and VIII hedth professions and nursing training and education programs. Through
the assstance of outside contractors and a panel of externd advisors, the agency set godsand
designed a system to capture performance data. The Comprehensive Performance Management
System (CPMYS) is the result of this multi-year effort.

A demongtration project of the CPM S in 1998 showed that it was both feasible and desirable to
capture the qualitative and quantitative information in amore streamlined manner. We adso learned
that designing aform that is both easy to use and sufficiently comprehensive to capture information on
approximately 40 programs presents unique challenges. Thefirgt nation-wide collection of CPMS
performance data from al grantees was for the period July 1, 1997 - June 30, 1998. It was
completed in the Spring of 1999 and the data became available in December 1999.

Datafor that year isthe bass for most of the datain the FY 98 Actud Performance column on the
tables presented below. Thefirg year's datafrom CPMS, while confirming that the overal approach
in developing the CPM S is sound, disclosed severd problems in how BHPr implemented the system.
As aresult, the performance data shown, while mostly based on CPM S, had to be supplemented by
imputing data for grantees who did not report or other estimating techniques. In some instances we
used data from other sources when the reported CPM S data was obvioudy incorrect.

Our andysis of the problems have led the BHPr to initiate corrective action to prevent recurrence from
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adversaly affecting the quality of the data being collected for the performance year July 1, 1998 - June
30, 1999. Those datawill be reported inthe FY 99 Actud Data column in the next Annual
Performance Plan. That datais expected to be available in November 2000.

We expect to have a fully automated version of the CPMS developed, tested and on lineintimeto
begin the collection of FY 2000 datain October 2000. That automated version will further reduce the
incidence of error both from grantees and data transcription and make the data that much more
accurate and the collection more efficient.

2.17.2 Goal-by-Goal Presentation of Performance

Goal I. A. 1. Increasethe Number of Students/traineesin Clinical Training with Health
Care Service Ddlivery Organizations Serving Under served Areas.

Context:

One mgor reason why approximeately 40 million Americans do not have access to hedthcare is that
physcians, dentigts, nurses and other hedlth professonds are not distributed evenly throughout the
populaion. The uneven digribution is particularly problematic in rurd and inner city aress. The
hedlthcare students funded through Title VII and V111 programs provide basic hedthcare servicesto
underserved populations as part of ther training. The number of Sudent/traineesin clinicd training
with hedlth care service ddivery organizations serving underserved provides an indicator of the extent
to which hedlth education programs help meet the needs of the underserved.
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Perfor mance:

Targets Actuds
FYO1 FY00 FY99 FY 99 FY 98
available 11/00
Rurd Interdisciplinary 1,300 1,300 1,300 1,365
HETC 280 280 275 279
AHEC 32,000 | 32,000 | 30,000 24,703
Total 33,580 | 33,580 | 31,575 26,347

Area Hedth Education Centers (AHECS) are exceptiondly productive in terms of training hedlth
professonasin underserved areas. In FY 1998, AHECSs provided about 25,000 health professions
students atraining experience in underserved areas. AHEC underserved training sitesincluded 525
Community Hedlth and Migrant Hedlth Centers. Of the 144 U.S. medical schools, 112 participate in
the AHEC program. Hedlth Education Training Centers (HETCs) focus on training health profession
sudents in underserved areas dong the U.S. Mexico border and in Florida. In addition to training
approximately 280 hedth professions students per year, the HETCs are training 130 local residents
as community health workers. The (Quentin N. Burdick Program for) Rurd Interdisciplinary Training
program trains hedlth professonds in underserved rurd areas. The Rurd Program dightly exceeded
itsgod for 1998, providing arurd interdisciplinary training experience to 1,365 hedth professonds.

Goal I. A. 2: Increasethe Number of Graduates and/or Program Completers Who Enter
Practicein Underserved Areas

Context:

There are saverd common strategies for encouraging graduates to enter practice in medicaly
underserved communities (MUC). Among them are: providing didactic training to prepare sudents
for practice in MUC:s, interaction with faculty role models who serve in MUCs and placement
sarvices for practicing in such areas. In addition, studies have shown that hedlthcare practitioners
have a higher likelihood of locating in underserved aress if they spend part of their training providing
for the hedlth needs of the underserved. Regardless of the strategy selected, one clear indicator of
success for Titles VI and VI programs is the number of graduates and/or program completers who
enter practice in underserved areas.
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Performance: Targets Actuds

FY 01 FY00 FY 99 FY99 Fy98
avaldble
11/00

Allied Hedth Spcl Projects 689 1,007 922 1,164
Advanced Genera and -- 92 86 118
Pediatric Dentistry
Hedlth Adminigration -- 630 630 480
Dentd Public Hedth -- 4 4 11
Rurd Interdisciplinary 650 650 650 630
Public Hedlth Trng Cntr (Short 3,200
Term)
Preventive Medicine -- 11 11 11
Family Medicine - Grad Trng -- 303 312 450
Physcian Asst Trng -- 406 410 527
Advanced Nurse Education 140 140 140 323
Nurse Practitioner/Midwife 230 230 230 425
Prof’| Nurse Traineeship 880 880 880 1,012
Generd Internd Med PED/GT — 107 109 202
Podiatry -- 7 7 21
TOTAL 5,789 4,467 4,391 5,374

The Hedth Professions Training Programs are exceptiondly effective in improving access for the
underserved. The HRSA-supported training program targets (goals) for graduates practicing in
underserved areas are 2.5 to 5.0 times higher than the National average. Programswith goals of
40% or higher include Allied Hedlth Specid Projects, Family Medicine Graduate Training, Public
Hedth Traineeships, and the Hedth Adminigtration Program. Overdl, FY 98 actud performance
dataindicate that the program goals were exceeded. In particular, FY 98 performance substantialy
exceeded FY 99 gods for: Advanced Education Nursing (the target was 35% and the actua was
52%), Nurse Practioner/Midwife (the target was 35% and the FY 98 actual was 46%), Professional
Nurse Traineeships (the target was 40% and the FY 98 actud was 45%), and Physician Assistant
Training (the target was 26% and the FY 98 actua was 32%). The exceptiona performance of these
four programsis largely attributed to a funding strategy used whereby funding preferenceis given to
schools with a good track record for graduates practicing in underserved aress.

FY 98 actuas were significantly higher (25 percent or more) than FY 99 targets for Advanced
Generd and Pediatric Dentistry, Family Medicine Graduate Training, Generd Internd Medicineg/Ped
Graduate Training, and Podiatry.

Because of funding differences between the FY 2000 President’ s Budget and the Consolidated
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Appropriations Act of 2000, performance targets were revised to reflect the differences. These
performance targets a o reflect the phasing out of several Health Professons grants (i.e., Primary
Care Medicine and Dentistry), because Federd efforts have demongtrated their effectiveness and are
now shifted to other activities, such asimproving accessto care in rural and underserved communities
and increasing opportunities for individuas from minority/disadvantaged backgrounds.

Goal I. A. 3: Increasethe Number of Graduates and/or Program Completers of Health
Professons Training Programsthat Provide and Support Primary Care

Context:

Title VII and VII1 education and training programs are designed to improve the geographic
digtribution and diversity of the hedlth professons and nurang. The number of graduates and/or
program completers provides a bass for evauating the effectiveness of these programsin improving
distribution and diversity. Performance targets were aso changed to reflect changes in funding for

specific program lines.
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Perfor mance:

Targets Actuds
FyO01 FY00 FY99 FY 99 FYo8
11/00

Long-Term Training
Family Medicine - Fac.Dev. -- 53 53 116
Family Medicine - Grad Trg -- 759 774 859
GIM/Ped Res -- 414 423 390
GIM/GP Faculty Dev -- 101 103 44
Physcian Asst Trng -- 1,561 1,595 1,254
Allied Hedlth Spec Pro 1,378 2,014 2,050 2,050
Interdisciplinary Rurd Hith 1,300 1,300 1,300 1,448
Advanced Genera & -- 282 262 212
Pediatric Dentistry
Public Hedlth Traineeships -- 516 516 510
Preventive Medicine -- 31 31 41
Denta Public Hedlth -- 15 15 11
Hedth Adminigration -- 400 400 399
Podiatry -- 20 20 60
Advanced Nurse Educ 400 400 400 497
Prof’| Nurse Traineeships 2,200 2,200 2,200 2,248
Nurse Pract/Midwife 660 660 660 923
Scholarships for Disad- 3,119 3,119 3,119 2,023
vantaged Students (SDS)
Total - Long Term 6,357 13,845 | 13,921 13,085
Short-Term Training
AHEC 32,000 32,000 | 30,000 26,859
Family Medicine/Faculty -- 2,034 2,079 937
Development (Short)
GIM/GP Faculty -- 73 75 258

Development (Short)
Geriatric Programs -- 20,000 | 20,000 28,383
HETC 280 280 275 264
Public Hedlth Trng Cnter 8,000
Total - Short-Term 40,280 54,387 | 52,429 56,701
TOTAL 46,637 68,232 | 68,350 69,786

On average, long- and short-term primary care training targets were met in FY98. In totd, the FY 98
actua exceeded the targets for FY 99 through FY01. The performance of the Geriatric program is
especidly noteworthy. The Geriaric program is the mgor source of training for health professonas
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to carefor the elderly. The Geriatric program FY 99 training target of 20,000 hedlth professonds
was exceeded in FY 98 by 42%.

Actud FY 98 performance were sgnificantly higher (25 percent or more) than performance targets
for Family Medicine Faculty Development and Generd Internal Medicine/Generd Pediatric Faculty
Development.

Scholarships for Disadvantaged Students: This program now includes funding that was previoudy
made available as Exceptiond Financid Need Scholarships and Financid Assistance for
Disadvantaged Hedlth Professions Students. As aresult of consolidating these programs into the
SDS program, the targets for FY 99 through FY 01 were increased from 2,400 to 3,100.

Because of funding differences between the FY 2000 President’ s Budget and the Consolidated
Appropriations Act of 2000, performance targets were revised to reflect the differences. These
performance targets a so reflect the phasing out of severd Hedlth Professons grants (i.e., Primary
Care Medicine and Dentistry), because Federa efforts have demondtrated their effectiveness and are
now shifted to other activities, such asimproving accessto care in rurd and underserved communities
and increasing opportunities for individuas from minority/disadvantaged backgrounds.

Goal Il B. 1: Increase the Number of Minority/disadvantaged Graduates and Program
Completers

Context:

Studies have shown that members of minorities and disadvantaged groups are more likely to set up
practices which address the needs of the underserved. The number of minority/disadvantaged
graduates and program completers provides an important indicator of the success of Title VII and VIlII
programs in assuring progress toward a diverse hedth-care workforce to meet the needs of adiverse
population.

Performance:
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Targets Actuds

Fyo1 FY00 FY 99
FY99 Fy o8
(11/00)
Scholarships for Disadvantaged 3,473 3,473 3,473 2,357
Students
GIM/GP Residency -- 123 126 167
GIM/GP Fac Dev Trainees -- 22 23 69
Generd Dentistry/Ped Dent -- 70 66 105
HCOP
Post-Secondary 5077 | 4,680 | 4,365 3,270
K-12 2516 | 2,075 900 1,098
Fam Med - Graduate Trng -- 136 138 297
Fam Med - Fac Dev Trainee -- 208 213 135
Podiatry -- 6 6 9
Physician Assstant -- 562 580 451
Allied Hedth 248 363 369 N.A. 1/
Public Hedlth Traineeships -- 236 236 N.A. U/
Preventive Medicine -- 11 11 N.A. 1/
Dentd Public Hedlth -- 6 6 8
Public Hedth training Center 1,500 N.A. 2/
Hedth Admin Traineeships 70 70 126
TOTAL 12,814 | 12,035 | 10,652 8,092

1/ N.A.: Not Available
2/ New Program—First Performance Data Availablein FY 01

FY 98 performance of over 16,000 minority/disadvantaged enrollees exceeded the original FY99
target of 9,000 by 78%. Asaresult, severd programs increased their FY 99 through FY 01 targets.
SDS (tripled target), Nurse Practitioner/ Midwife (doubled target), Professional Nurse Traineeships
(quintupled target), Nuraing Education Opportunity (quintupled target), and Advanced Nurse
education (doubled target). FY 98 actuds were sgnificantly higher (25 percent or more) than FY 99
targetsfor: Generd Internd Medicine and Pediatric Resdencies, Generd Internd Medicine and
Pediatric Faculty Development, General Dentistry and Pediiatric Dentistry, and Family Medicine
Graduae Traning.

Goal I1.B. 2: Increase the Number of Minority/disadvantaged Enrollees
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Context:

The god of a diverse hedthcare workforce is dependent, in part, on the number of young people
minority/disadvantaged students who are motivated in eementary school and high school to succeed in
the academicaly chdlenging work required for admission to hedth-care education. BHPr has initiated
severa outreach initiatives to encourage such students in dementary and high school and help them to
see hedlth professons as aredidtic career choice. The number of minority/disadvantaged enrolleesis
an indication of successin assuring a prerequisite to a diverse workforce - minority/disadvantaged
students choosing it as a cares.

Performance:
Targets Actuds
Fyo1 FY00 FY99 FY99
Available Fyos
11/00

Scholarshipsfor Disadvantaged | 13,892 | 13,892 | 13,892 9,430
Students
Nurse Prectitioner/Midwife 500 500 500 567
Professona Nurse Traineeships 1675 1,675 1,675 1,686
Nursing Education Opportunity 1,500 1,500 1,500 1,597
Podiatry 0 6 6 5
Family Medicine - Grad Trng -- 416 416 449
Family Medicine - Fac Dev -- 208 213 48
GIM/Ped -- 381 381 248
GIM/GP Faculty Dvlipment -- 22 23 40
Physician Assistant Trng -- 1170 | 1,170 841
HCOP (Matriculants) 1015 936 880 800
HETC 280 280 275 264
Advanced Nurse Education 300 300 300 416
TOTAL 19,162 | 21,286 | 21,231 16,391

FY 98 performance of over 16,000 minority/disadvantaged enrollees exceeded the original FY99
target of 9,000 by 78%. Asaresult, severd programs increased their FY 99 through FY 01 targets.
SDS (tripled target), Nurse Practitioner/ Midwife (doubled target), Professional Nurse Traineeships
(quintupled target), Nuraing Education Opportunity (quintupled target), and Advanced Nurse
education (doubled target).

Data on minority/disadvantaged enrollees, like graduates, was not reedily available for some grantees.
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Grantees are now required to collect data on minority/disadvantaged graduates and sudentsand it is
anticipated that data collection will be improved thisyear. Performance targets were aso changed to

reflect changes in funding for specific program lines.

Goal I11.B.3: Increasethe Number of Underrepresented Minorities Serving as Faculty

Context:

There is mounting awareness that the effectiveness of the hedlthcare workforce is dependent on its
sengtivity to the culturd differences which affect hedthcare. The composgtion of the hedthcare
workforce should reflect, in generd, the characterigtics of the genera population. Faculty members
who are from underrepresented minorities have unique insghts into the cultura component of
healthcare and provide role modds for future healthcare workers from underrepresented minority
groups. The number of underrepresented minorities serving as faculty provides an indicator that is

useful in monitoring severd issues.

Performance;
Targets Actuds
FY FYOO | FY99 FY 99 FY 98
01 Avalable Avalable
11/00 11/99
Loan Repayments and 34 34 44 18
Fellowships regarding
Faculty Postions
Family Medicine -- 208 213
FacultyDeve opment 107
Traness
Genegrd Internd -- 22 23 71
Med/Pediatrics - Faculty
Devd. Trainess
Centers of Excdlence - 85 70 46 44
URM faculty
TOTAL 119 334 326 240

Severd programs contribute to diversfying the faculty a hedlth professons schools. Datais not yet
available for two of the programs and not al grantees reporting had data on the number of
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underrepresented faculty supported with hedlth professons training grants. Grantees are now required
to collect and report data on underrepresented faculty and it is anticipated that data collection will be
improved this year.

Because of funding differences between the FY 2000 President’ s Budget and the Consolidated
Appropriations Act of 2000, performance targets were revised to reflect the differences.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.18 Program Title: Health Professions Workfor ce Information and Analysis

Performance Goals Targets Actual Reference
Performance
IV.IMPROVE PUBLIC
HEALTH AND HEALTH
CARE SYSTEMS
A. Improve Information
Development and
Dissemination
1. Increase the number of FY 05 FY O1:
statesthat are being provided | FY 00: 5 FY 00: B166
technicd assstanceintheuse | Fy 99: 5 FY 99: 5
of workforce requirements, FY 98 4
supply modds and other
workforce tools and analyses.
(Revised)
2. Annudly produceresultsof | FY O1: 10 reports FY 01: B166
data collection and andysis FY 00: 7 FY 00:
act|V|t|esconduct§d tg inform Y 99 5 FY 99 5
the market regarding issues .
relevant to health professions FY 98: 2 reports
and nursing workforce.
Total Funding: Workforce FY 2001: $714 B x: page# budget
Information and Analysis | Fy 2000: $714 HP: Hedthy People god
($in000') FY 1999: $714
FY 1998: $686

2.18.1 Program Description, Context and Summary of Performance
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Context:

About 15 cents of every dollar spent in the U.S. is on hedlth care and one out of every 12 jobs (and
growing) isin the hedth care indudry. In spite of the magnitude of expenditures and employment in
the hedlth care indusiry, excepting physicians, rdatively little is known of the health care workforce.
For example, while public hedth is one of the most fundamenta Federd, state and loca government
functions—respongble for addressing hedth care issues that account for 50 percent of al preventable
deaths--there is no data available on the public heath workforce. In the absence of data on the public
hedlth workforce, it isimpossible to assess public health workforce needs versus supply, distribution,
and training needs.

The invesment in workforce information and analysis will result in more efficient alocation of
resources and greetly reduce the Federa, State, and private expendituresin health care. For example,
better information on the impact of hedlth professond training on practice in underserved areas will
result in better distribution of hedlth care providers and lower Federd subsidiesin health professonds
education.

In recent years, health policymakers and groups of experts have advocated for a strong Federa
government role in developing information and conducting analyses on hedlth workforce supply,
requirements, and digtribution. Two such reports include findings from the Inditute of Medicine
(IOM): Primary Care: America s Hedlth in a New Era, March 1996 and The Nation's Physician
Workforce: Options for Balancing Supply and Requirements, February 1996. Many state and local
governments have aso voiced this need through numerous requests for assstance in andyzing their
hedlth workforce supply and requirements.

The Hedth Professions Workforce Information and Analyss program plays acriticd role in ensuring
hedlth care access for the Nation. The goals of the program are to: (1) provide hedth workforce
information and analyses to nationa, State, and loca policy makers and researchers on a broad range
of issues such as graduate medical education, Medicaid/CHIP, and health care workforce planning
and (2) conduct Federd-State collaborative efforts directed at ng the adequacy of the current
and future local hedlth care workforce and develop drategies for improving the diversity and
digtribution of their respective workforces.

A network of Federd/State Centers for health workforce research is being developed to forecast loca
health workforce supply and requirements. The following high-priority activities will be conducted with

the proposed funding:

C Continued support of one Regiona Center (or Center of Excellence). Working with the
gppropriate State officias, the Regiona Center develops methodologiesto: study loca trends
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in the supply and didribution of physcians, dentists, nurses, dlied hedth and public hedth
professonds, identify areas having locdized shortages of these professondss; identify the
causes of these shortages; and develop Strategies for addressing the problem.

C Update hedlth workforce data for those hedlth professons that are currently on the Area
Resource File (ARF) (the single most comprehensive hedth professions workforce database).

. Expand and adapt workforce requirement models for use at the state and locdl level to assess
hedlth care workforce issues and provide associated technical assistance.

The primary partners and customers are: 1) HRSA and the Bureau of Health Professions; 2) Nationd
policy makers and advisory councils such as the Congress, Council on Graduate Medical Education,
Nationa Advisory Council on Nurse Education and Practice, National Governors Association,
Nationa Conference of State Legidatures; 3) State policy makers and advisors such as State Hedlth
Departments and Primary Care Offices and Associations, and 4) the hedlth policy research community
such as PEW Hedlth Professions Commission, Robert Wood Johnson Foundation, and academic
research centers.

Program-wide performance:

The Area Resource File, the ARF, is the only comprehensive health workforce data base in existence.
It iswidely used by other Federal agencies (including: HCFA, AHRQ, NCHS, NIH, and SAMSHA),
gtate and local agencies and the private sector. The regiond Center of Excellence for Hedlth
Workforce Information and Analysisis very productive and conducts very topical studiesthat have
wide ranging implications. For example, one such study examined the impact of anti-affirmative action
legidation on minority enrollment in medica schools in the State of Cdifornia. The study has
implications for other States where anti-affirmative action legidation has been passed or considered
and, more broadly, implications for the divergity of the hedlth workforce in the country. The number of
these policy-relevant studies is anticipated to increase 5-fold from 1998 to 2001. To aid nationd and
dtate policymakers, modds were also developed and refined to estimate requirements for physicians,
nurse practitioners, and physician assgants. Extensive technica assstance in using these models was
provided to 4 States.

2.18.2 Goal-by-Goal Presentation of Performance

Goal IV.A.L: Increase the number of statesthat are being provided technical assistancein
the use of workforce requirements, supply models and other wor kfor ce tools and analyses.
The god targets and actuad performance were revised to reflect the level of gppropriated funding.
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Context:

Hedth workforce requirement models, tools, and analysis are needed by States for planning hedlth
professionals education, to assess access issues, and in planning to meet future health care needs.

Performance:

The basdine reflects current performance and the targets are based on program planning estimates.
The number of states that provided technical assistance indicates the breadth of use of the workforce
tools developed under this program.

Goal IV.A.2: Annually produce results of data collection and analysis activities conducted to
inform the market regarding issuesrelevant to health professons and nursing workfor ce.

Context: Workforce anayssis needed to plan and implement the Bureau' s hedth professions training
programs. It isaso needed by other HRSA programs, the Hedlth Care Finance Adminigtration, the
Council on Graduate Medical Education, Federd and State and local policymakers, hedth policy
research organizations, and professional associations.

Performance The number of hedth workforce andyses conducted is an indicator of the number of
workforce issues andyzed and a measurement of the gpplied, relevant nature of the program. In
addition to developing tools, the National Center for Hedlth Workforce Information and Analysis so
conducts research on topical or current workforce issues and compiles data and descriptive reports on
the hedlth professons. These important products are used by a wide range of hedthcare planners,
policy anaysts, students, and researchers. The goa targets and actud performance were revised to
reflect the level of gppropriated funding.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.19 Program Title: Children’sHospital Graduate M edical Education Program

for Underserved
Populations

1. Improve Percentage of
minority resdents.
(Devedopmentd)

Performance Goals Targets Actual Refe
Performance .
ence*
|. Eliminate Barriersto
Care
A. Increase Utilization for
Under served Populations
1. Maintain the number of
FTE residents whose training _ _ _
children’s hospital. FY 00: Not established FY 00:
(Developmental) FY 99: NA FY 99: NA
2. Maintain the percentageof | FY 01: Not established FY 01 B175
residents traning that is FY 00: Not established FY 00
supported in rurdl and FY 99: Not applicable FY 99: NA
medically underserved aress.
(Developmentd)
[ ELIMINATE HEALTH FY 01: Not established FY 01: B175
DISPARITIES FY 00: Not established FY 00:
B. Increase Utilization of FY 99: Not applicable FY 99: NA
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Performance Goals Targets Actual Refe
Performance r-
ence*
IV IMPROVE PUBLIC FY 01: Not established FY 01 B175
HEALTH AND HEALTH | Fy 00: Not established FY 00:
CARE SYSTEMS FY 99: NA FY 99: NA
A. Improve Information
Development and
Dissemination
1. Monitor financid status of
hospitas (total and operating
margins). (Developmentd)
2. Monitor the proportion of FY 01: Not established FY 0L B175
uncompensated care patients. | Fy 00: Not established FY 00:
(Developmenta) FY 99: NA FY 99: NA
3. Monitor the proportion of FY 01: Not established Fy 0L B175
Medicad patients. FY 00: Not established | FY 00:
DT FY 99: NA FY 99: NA
B. Promote Education and | FY 01: Not established FYy OL: B175
Training of the Public FY 00: Not established FY 00:
Health and Health Care EY 99' NA EY 99' NA
Workforce
1. Improve the percentage of
graduated residents passing
their board exams on the first
attempt. (Developmentd)
Total Funding: Children’s FY 2001: $80,000 B x: page# budget
Hospital Graduate FY 2000: $40,000 HP. Healthy People goal
Medical Education FY 1999: 0

($in000's)
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2.19.1: Program Description, Context and Summary of Performance

Context:

Under the formulas to fund children’ s teaching hospitals, approximatdly 59 hospitds that have their
own provider number, receive little compensation from Medicare for graduate medical education
(GME) and other hedth professonstraining. As managed care organizations become increasingly
unwilling to pay for GME, the lower level of Medicare support puts an undue burden on these
hospitals in competing for private and Medicaid managed care contracts. In the absence of
commensurate support for direct medica educeation, freestanding children’s hospitals will have an
increasing incentive to reduce the number of pediatric resdents and services provided to their
communities. The Children’s Hospital Graduate Medica Education Program makes the leve of
support more consstent with other teaching hospitas so that the level of training in children’s hospitas
keeps pace with the need.

Payments for direct graduate medica education activities are determined by aformulabased on a
standardized per resident amount that takes into account wage and non-wage related portions.
Payments will aso be provided for indirect graduate medical education purposes and will take into
account the case-mix index for a children’s hospital. Payments will support the training of resident
physicians as defined by Medicare in both ambulatory and inpatient settings.

This program is designed to augment the minima funding provided by Medicare for graduate medica
education in freestanding children’s hospitals. Coordination with HCFA will continue throughout the
development and adminigtration of the program. We continue to work closdy with potentid grantees
to plan the program and identify information needs.

Program-wide performance:

This program was not implemented until Fiscal Y ear 2000 and no performance datawill be available
until FY 2002.

Program-level dataissues:

FY 2000 isthefirst year of the program’s operation. The program is expected to collect datafrom
participating hospitals which address the financia status of the hospitd and various training program
measures. During Fisca Y ear 1999, the Bureau began working with potentia grantees and
professiona associations to develop performance measures.

2.19.2 Goal-by-Goal Presentation of Performance
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These gods are conddered developmental. During the first year, an assessment will be made of the
feasbility of collecting appropriate data.

Goal | .A.1. Maintain the Number of Pediatric Trainees

Context:

The hedlth care workforce environment requires that sufficient numbers of physicians be gppropriately
and adequately trained to care for pediatric populations. As freestanding children’s hospitas
experience financia pressures common to the academic hedlth center community, there may be
increased interest in reducing or eiminating training programs. These hospitals and their training
programs provide a significant service to the locd, regiona and sometimes national community. A
reduction in training programs would impact the provision of those services as well as the production
of one quarter of the Nation’s pediatricians and the mgjority of pediatric specidids.

These data d ements provide an accurate accounting of the number of resdent FTESstraining in
children’s hospitas. In addition to performance and trend anaysis considerations, these numbers are
fundamenta to determining the FTE number upon which payments will be made.

Performance:

This program was not implemented until Fiscal Y ear 2000 and no performance datawill be available
until FY 2002. Each hospitd will be asked to submit on an annua application the aggregate number of
FTE resdentswho are:

C In the grantee children’ s hospital and sponsored by the hospital
C rotating into the grantee hospital from resdency programs sponsored by other ingtitutions
C sponsored by the grantee hospital and rotating to other hospitals

Goal-level data issues;

The numbers of traineesin a given hospitd’ straining program is currently collected by the Hedth Care
Financing Adminigtration (HCFA) for those freestanding children’ s hospitals that opt to request
reimbursement from Medicare. Not dl freestanding children’s hospita s thet are digible for
participation in the CHGME Program have submitted such information to HCFA. Generdly, each
hospital has afairly good accounting of the number of traineesin its programs. Accounting for the
number of trainees rotating to a freestanding children’s hospitd for a portion of their training is more
complicated. A few children’s hospita's have begun to quantify the number of trainees rotating to their
hospital from other training programs. Hospitas will have to establish the infrastructure to accurately
account for trainees digible to be counted for the purposes of the CHGME Program.
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Goal IA 2. Increasein the Proportion of Residents Serving Under served Populations

Context: Access research has focused on the contribution of physicians serving the underserved.
Accessto care is sgnificantly improved when physicians are serving the underserved. Residency
training programs located in rurd and MUCs provide much needed care in their communities while
resdents are learning the knowledge, skills and attitudes necessary to adequately and appropriately
care for rural and underserved populations.

Performance:

This program was not implemented until Fisca Y ear 2000 and no performance detawill be available
until FY 2002. Each hospita will be asked to submit on an annua application the proportion of
resdents training in medically underserved communities (MUCSs) and rurd aress. The definition for
the designation of rurd areas shdl be adopted from the United States Department of Agriculture’ s
Urban-Rurd County Continuum Code classfication sysem. The definition of aMUC shdl be
conggtent with the definitions currently utilized by HRSA.

Goal-level data issues:

Hospitals and their training programs do not routingly report nor caculate information regarding
training locations and populations served in residency training programs.

Goal 11.B.1. Improve Percentage of Minority Residents

Context:

Numerous studies have demongtrated that increasing the diversity of the physician workforce will
improve access to care as underrepresented minorities are more likely to practicein
“socioeconomicaly deprived” areas and to enter generaist specidties.

Communities with high proportions of black and Hispanic residents are four times aslikely as othersto
have a shortage of physicians, regardless of community income. In arecent Cdifornia study, black
physicians cared for significantly more black patients and Hispanic physicians cared for significantly
more Hispanic patients than did other physicians. (Komaromy, M, et d: The Role of Black and
Hispanic Physicians in Providing Hedlth Care for Underserved Populations. New England Journa of
Medicine 1996; 334(20):1305-10.)

According to asurvey of graduating medica students performed by the Association of American
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Medicad Colleges, underrepresented minorities were four times more likely to indicate that they plan to
practice in areas characterized as “ socioeconomicaly deprived” than other graduates. Additionaly,
the respondents indicated that underrepresented minorities were more likely to enter generdist
gpecidties. (AAMC: Specidty Choice, Intended Practice Location, and Ethnic Identity: Career Plans
of the 1996 Graduating Medica School Class. AAMC Fact Sheets 1997; 1(11):1.)

Performance:

This program was not implemented until Fisca Y ear 2000 and no performance detawill be available
until FY 2002. Each hospita will be asked to submit on an annua application the percentage of and
racelethnicity of resdentsin each program.

Goal-level data issues:

Data on the race and ethnicity of traineesis not routinely collected by training programs or hospitals.
The information will be requested on an annua gpplication submitted by each participating hospitd.

Goals 1V.A.1 Monitor Trendsin the Financial Status of Participating Hospitals
IV.A.2 Monitor the Proportion of Uncompensated Car e Patients
IV.A.3 Monitor the proportion of Medicaid Patients

Context:

Children’s hospitals by severa measures have poorer financid status than most other teaching
hospitals. 1n 1995, 58% if these hospital's had negetive operating margins.  Compounding this have
been the mgor changes in the hedlth care system. Factors such as increased pressure at dl levels of
hedlth care, the expansion of managed care, and the increased effort to congtrain hedlth care costs may
put hedth facilities that train physicians a a competitive disadvantage in the new marketplace. In the
competitive marketplace, payers of hedth care services have few, if any, incentives to pay higher costs
to Stes that train hedlth professonds.

Performance:

This program was not implemented until Fisca Y ear 2000 and no performance detawill be available
until FY 2002. Each hospita will be asked to submit on an annud gpplication the: 1) Tota and
operating margins, 2) Percentage of patients served enrolled in Medicaid and 3) Percentage of
uninsured patients and uncompensated care.

Goal-level dataissues:
Mog children’s hospitas collect such information for their own purposes. Some may be reluctant to
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ghare detailed financid information for various reasons including privecy.

Goal 1V.B.1. Improveor Maintain the Percentage of Residents Passing their Board Exams

Context:

Numerous studies have utilized measures of board passrate as an indicator of quality of training,
knowledge and kills.

Performance:

This program was not implemented until Fisca Y ear 2000 and no performance datawill be available
until FY 2002. Each hospitd will be asked to submit on an annua application the percentage of
graduated residents passing their board exams on the first attempt.

Goal-level data issues:

Thetiming of the exams will impact when the information can be made available for the purposes of
the CHGME Program. The children’s hospitals will not be able to readily collect board scores and
pass rates for resident trainees rotating in from programs sponsored by other hospitals.

128



FY 2001 Performance Plan,Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.20 Program Title: Health Education Assistance L oans (HEAL)

Performance Goals Targets Actual Reference
Performance

V. IMPROVE PUBLIC
HEALTH AND HEALTH
CARE SYSTEMS

B. Promote Education and
Training of the Public
Health and Health Care

Workforce
1. Conduct an orderly
phase-out of the outstanding | FY 01: $3,500,000,000 | FY O1: B277
|oan portfolio. FY 00: $3,600,000,000 | FY 00:
FY 99: $3,700,000,000 | FY 99: $3,700,000,000
FY 98: $3,800,000,000 | FY 98: $3,800,000,000
2. Reduce the amount of FY 01: $10,000,000 FY 0O1: B277
HEAL clamsto be paid FY 00: $35,000,000 FY 00:
from theliquiceting account. | -y g9: 438 000,000 FY 99: $27,087,241
(ATTETTEEE FY 98: $50,000,000 FY 98: $38,295,256
Totd Funding: HEAL FY 0L $13,679
($in 000's) FY 00: 18,687
FY 99: 40,679
FY 98: 34,261

2.20.1 Program Description, Context and Summary of Perfor mance
Context:

The HEAL program’ s authority to make new loans expired in FY 1999. The program was created to
provide last dollar financid support to students of diverse socio-economic backgrounds attending
schools of alopathic medicine, osteopathic medicine, dentistry, veterinary medicine, optometry,
podiatry, pharmacy, public hedth, health administration, clinical psychology, and chiropractic. Since
the program’ s inception, $4,000,000,000 has hel ped 156,000 students pay for their hedth professions
education. The program continues to have an outstanding portfolio of more than $3,700,000,000
which will not be fully repaid until the year 2031.
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Although authority to make new HEAL loans expired in FY 1999, the outstanding |oan portfolio of
more than $3.7 billion will require management and oversight until 2031, when the last loan isfully
repaid. HEAL program activities include developing default reduction and prevention efforts designed
to help borrowers manage their indebtedness and remain in practice, and partnering with lenders and
holdersto assure that HEAL clams payments continue to decline. HEAL Refinancing is an ongoing
initiative that provides borrowers with significant savingsin loan payments and reduces both the tota
Federd liability and the actud default payments made by the Federd Government. As part of its
efforts to induce repayment from defaulters and deter other borrowers from defaulting, the HEAL
program maintains an Internet listing of HEAL defaulters who are excluded from the Medicare
program. The HEAL portfolio is dso being analyzed to determine the feasihility of developing other
innovative approaches for preventing defaults and rehabilitating defaulted borrowers, especidly among
underrepresented minority (URM) borrowers, in order to keep URM hedlth professonalsin practice
and improve access to care.

The HEAL program works closely with lenders and holders to analyze loan activity and assure that
loan collection procedures are structured in a manner that minimizes defaults. In addition, as part of its
default prevention and reduction efforts, the HEAL program provides technicd assstance to States
that are interested in suspending professiond licenses of HEAL defaulters. The HEAL program aso
coordinates with the Office of Ingpector Generd regarding the publication of HEAL defaulters who
are excluded from the Medicare program.

Program-wide performance:

The HEAL program remains committed to proper management and oversight of the $3,700,000,000
outstanding loan portfolio. Thisincludes providing the 101,063 HEAL borrowers who have not yet
fully repaid their loans with appropriate assistance to facilitate the repayment of their loans, working
with borrowers, lenders, and loan holders to minimize defaults, and aggressively pursuing HEAL
defaulters.

2.20.2 Goal-by-Goal Presentation of Performance

Goal 1V.B.1: Conduct an orderly phase-out of the loan insurance authority.

Context:

Although the authority to make new HEAL loans expired in FY 1999, the outstanding loan portfolio of
more than $3,700,000,000 will require management and oversight until 2031, when the last loan is

fully repaid.
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Performance:

Because the authority to make HEAL loans expired in FY 99, the performance god's have been
changed from a measure of awards made to repayment of loans and phase-out of the outstanding loan
portfolio. The basdline level represents origind loan amounts and accrued interest for the HEAL
outstanding loan portfolio. Target estimates reflect the results of HEAL default reduction and
prevention efforts and the repayment of HEAL loans.

Goal 1V.B.2 Reducethe amount of HEAL claimsto be paid from the liquidating account.

Context for the goal:

HEAL program initigives include a strong emphasis on innovative activities including loan refinancing
designed to reduce the amount of HEAL clamsto be paid from the liquidating account. This will
minimize the Federd liability associated with the HEAL program.

Performance:

The basdine and targets were established using the HEAL claims projection modd that has been
developed by HEAL program officids in conjunction with the Office of Management and Budget.
Thismode congders numerous variables that affect HEAL clams payment amounts. These levels
have been established using the HEAL cdlams projection model, which is based on historical HEAL
trends. The FY 99 Actuad Performance for HEAL claim payed was sgnificantly lower than the FY 99
Target due to tight management control.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.21 Program Title: National Practitioner Data Bank (NPDB) and Healthcar e Integrity and
Protection Data Bank (HIPDB)

Performance Goals Targets Actual Performance Ref.

1. ASSURE QUALITY

OF CARE
B. Assure Effectiveness B187
if ICare h f th — HEDe
Npgg?:;:_ﬂi;? f% rt e FY 01: 4,300,000 g FY 0L:
decision-making by queriers. 14,350 d*
FY 00: 4,000,000 g* FY 00:
13,350 d*
FY 99: 3,200,000 g* Fy 99: 3,235,621 g*
10,400 d* 10,800 d*
Fy 98: 3,164,119 g*
10,000 d*
HIPDB HIPDB
Fy 01: 1,800,000 g* FY Ol
1,800 d*
FY Q0: 700,000 g* FY 00:
700 d*
* g = Queries. FY 00 and * g = Queries.
FY 01 NPDB estimates
include increased

* d = Decisions affected

querying resulting from by responses

projected adoption of
“ Section 5”

* d = Decisions affected
by responses
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Performance Goals Targets Actual Performance Ref.
2. Increase the number of FY 01: 4 data bases FY 01: B187
datebases the NPDB and FY 00: 3 data bases FY 00:
HIPDB use as informetion FY 99: 2 data bases FY 99: 2
sources to improve the _
quality of information in the FY 981
NPDB and HIPDB.
Total Funding: National FY 01 B187

Practitioner Data Bank
and Healthcare I ntegrity
and Protection Data Bank

$17,200,000 NPDB uf*

$ 4,317,000 HIPDB uf*

$ 2,443,000 HIPDB app*
$23,960,000

FY 00:

$16,000,000 NPDB

$ 3,238,000 HIPDB uf*

$ 916,000 HIPDB appr*
$20,154,000

FY 99:

$15,636,000 NPDB uf*

$ 4,433,000 HIPDB appr*
$20,069,000

FY 98:

$12,051,527 NPDB uf*

$ 1,000,000 HIPDB appr*
$13,051,527

*appr = HCFAC Account
appropriated funds; FY 00 is
President’s budget, FY Ol is
an estimate; actual funding
to be based on alocation by
the Secretary of HHS and
the Attorney General based
on FY 01 appropriation.

*uf = user fees
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2.21.1 Program Description, Context and Summary of Performance

Context:

Prior to establishment of the Nationd Practitioner Data Bank (NPDB) a hedlthcare practitioner could
easlly escgpe the scrutiny of medical oversight organizetions smply by moving to another sate. The
NPDB provides anationa data repository which can be accessed by licensing, privileging, and
credentiding authorities prior to granting licensure or extending clinicd privileges. The NPDB tracks
al sgnificant adverse professiond actions againgt physicians and dentists as well as mapractice
settlements and judgments againgt al licensed hedlth care professionds.

HRSA is developing and operating the Hedthcare Integrity and Protection Data Bank (HIPDB) for
the OIG and the Department of Justice to implement a requirement of the Hedlthcare Insurance
Portability and Accountability Act of 1996. The HIPDB is operated in conjunction with the NPDB.
It augments information available in the NPDB and will assst the NPDB in implementing reporting of
licensure and dlinicd privileging information for practitioners other than physicians and dentists when
“Section 5” regulations are adopted. The HIPDB opened for reporting in November 1999 and will
open for queriesin early 2000.

Medica mal practice insurance companies, State licensing boards, hedth care entities such as
hospitals, HMOs, group practices and professiond societies are required to report information to the
NPDB on paid medical mal practice judgments and settlements, sanctions, certain professond review
actions, and adverse membership actions involving licensed practitioners. The NPDB aso receives
reports of practitioner exclusons from the Medicare and Medicaid program. Hospitas are required to
query the NPDB and currently are responsible for about 1/3 of al queriesto the NPDB. State
licensure agencies, and hedlth care entities and professiona societies which meet certain requirements
are permitted to query the NPDB. These voluntary queriers submit about 2/3 of al queriesto the
NPDB. The NPDB isfunded through user fees (currently a base fee of $4.00 per query) rather than
appropriated funds.

Hedlth plans and federd and gate programs and officias (including licensing agencies, certification
agencies, criminad prosecutors, government attorneys participating in civil cases, and agencies taking
program exclusion actions) are required to report to the HIPDB al find adverse actions (such as
revocations, suspensons, exclusons, crimina convictions and civil judgments) againg hedth care
providers, suppliers, and practitioners. Federd and State agencies and hedlth plans are permitted to
query the HIPDB. Although appropriated funds were used to develop the HIPDB, onceit isfully
operationd, it will be funded through user fees (expected to be a base fee of $4.00 per query) rather
than appropriated funds.

The services provided by the NPDB operation will be augmented by the opening of the HIPDB during
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FY 00. The NPDB and HIPDB programs will be operated so that entities required to report to both
data banks need only file one report and queriers eigible to obtain information from both data banks
need only query once. In addition to information required to be reported by law to the NPDB, the
Department has agreements for voluntary reporting and querying by the Department of Defense, the
Depatment of Veterans Affars, and the Department of Justice, Drug Enforcement Adminigtration.
Medicare and Medicaid exclusons aso are reported by HCFA and the OIG.

Program-wide performance:

Asof September 30, 1999, the NPDB contained 221,635 reports on 142,432 practitioners.
Approximately 76% of these reports concerned mal practice payments; approximately 15 percent
concerned licensure actions. Sightly more than 5 percent were Medicare/Medicaid exclusons. Most
of the remainder were dlinical privilegesactions.  Almost 72% of the practitioners with reports were
physicians. About 15% were dentists. Although 71% of practitioners with reportsin the NPDB have
only one report, the NPDB has an average of 1.56 reports for each practitioner with reports. During
FY 99, the NPDB processed 3,235,621 queries from more than 9,600 registered entities. Querying
entities received 399,943 responses from the NPDB which contained reports on the queried
practitioners. They aso received 2,835,318 responses which confirmed that the named practitioner
had no ma practice payments, adverse actions, or exclusions since September 1, 1990. During FY 99
the NPDB aso provided responses to 41,925 sdf-queries from practitioners. Of these responses,
3,753 contained reports; the remainder confirmed that the practitioner had no reports on file in the
NPDB. The HIPDB had not yet begun receiving queries during FY 99.

Program-level data issues:

The NPDB has conducted user surveysto obtain data concerning user satisfaction and the usefulness
of the program. A series of such surveys have been conducted by a contractor and the OIG in
previous years. The University of lllinoisa Chicago is currently under contract to conduct a new
survey on program usefulness and user satisfaction.  Survey respondents will rate the NPDB on how
eagy it isto report to and obtain information from the NPDB, the completeness and accuracy of the
information provided, how sgnificant NPDB information is for their decison making process, and
other factors. Results of this study are expected during FY 2000.

The usefulness of the NPDB program can aso be inferred from the fact that entities which are not
legally required to query pay more than $8,000,000 each year to submit over 2,000,000 queriesto
the NPDB. These entities would not query if they did not believe the NPDB provides them with
important information.

2.21.2 Goal-by-Goal Presentation of Performance
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Goal 111.B.1. Increase the use of the NPDB and HIPDB for decision-making by queriers.

Context:

NPDB query response information is used by licensing boards, hospitals and other health care entities,
and professond societies for licensing, privileges, and membership decisons. NPDB responses which
include matched mal practice payment, adverse action, or excluson report information have been
demondtrated to affect entity decisons from 2 to 3% of the time depending on the type of entity
making the query. According to OIG and consultant studies, matched responses containing NPDB
reports aso are vauable to querying entities when they confirm informetion the entities have received
from other sources. NPDB “no-match” responses are likewise valuable according to survey results
because these responses confirm that a practitioner has had a*“clean” record since September 1,

1990. These“no-match” responses will become even more vauable as the number of years of
reporting to the NPDB increases.

The NPDB serves as a centra reliable source of (mostly) adverse information concerning

practitioners. Practitioners may fail to include this adverse information in their licensure, privileges, or
membership applications if they think that their omissions will not be discovered. Indeed, the proclivity
of practitioners with less than perfect records to omit damaging information on gpplications was a
magor reason for adoption of the Hedth Care Quality Improvement Act of 1986, which led to the
edtablishment of the NPDB. The existence of the NPDB makesiit difficult, if not impossble, for
practitioners to successfully hide damaging informeation from NPDB queriers. Because of the existence
of the NPDB, practitioners now are more likely to disclose damaging information in their applications,
presumably because they believe it would be seen as even more damaging if it ppears that they were
attempting to hide the information.

Eligible entities will begin querying the HIPDB during FY 00. We expect substantial numbers of
queries to the HIPDB because it will contain severd types of datanot found in the NPDB (such as
licensure actions on practitioners other than physicians and dentists and crimina convictions and civil
judgments) and because it will contain information on providers and suppliers as wel as practitioners.
The accuracy of this expectation has been confirmed by the fact that during the HIPDB
registration/NPDB re-registration process (as of the end of December 1999), amogt three-quarters of
al entities digible to query both the NPDB and the HIPDB chose to query both data banks once the
HIPDB opens for querying.

Performance:

Datafrom our entity user file supplied by the NPDB contractor indicate that the NPDB provided

responses for 3,235,631 queries from entities during FY 99, thisis an increase over the FY 99 Target.
Queriers received 399,943 matched responses containing report information. Based on previous user
surveys conducted by the OIG, an estimated 10,800 licensure, credentialing, or membership decisons
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were affected by these match responses during FY 99. Using the survey information combined with
current querying and response datais the most rdligble available method to estimate the impact of the
NPDB on decison making.

The NPDB dso provided confirming information, which survey responses indicate are dso generdly
viewed as useful by queriers an estimated 389,100 times during 1998. In addition, the NPDB
confirmed that practitioner had a clean record 2,835,318 times during 1998. User surveys adso
indicate that thisinformation is generdly considered important by users. We expect that as the number
of NPDB queries continues to dowly increase and the match rate also continues to increase, the
number of decisons directly affected by NPDB information will aso continue to increase as shown in
the table above. 1t should be noted that the numbers shown above do not include any increasein
querying which may result from the opening of the HIPDB or possible adoption of Section 5
regulations which would increase the number and types of reports to the NPDB.

It also should be noted that, paradoxically, the extent to which decisons are changed because of new
information received from the NPDB may decrease as a greater proportion of practitioners submit
complete and fully accurate gpplications which do not omit any negative information. This would not
indicate that the NPDB is becoming less effective, but rather that its importance as a deterrent is
increasing.

The OIG found that in 1992 (two years after the NPDB opened) 40% of practitioner’s gpplications to
hospitals omitted some information contained in NPDB reports. A later OIG study found that by
199 (four years after the NPDB opened) only 28% of gpplications were incomplete.  We anticipate
that practitioners will continue to become more conscientious in completing goplications as it become
even more apparent that omissons will be discovered because of information from the NPDB. The
current survey and future surveys will measure this impact.

No data are available to determine how many patients were saved from substandard care or improper
practitioner behavior as aresult of these decisonsand it isunlikdly that reliable data of this type could
be developed.

The performance targets were increased by 21% in FY 00 and 26% in FY 01 to reflect the trend in
actual performance. New performance targets are presented for the Health Integrity and Protection
Data Bank, a program that began operation in FY Q0.

Goal-level dataissues:
Increased querying implies increased use of NPDB and HIPDB information for decison making. We
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currently measure our success in reaching the god in terms of the number of queries submitted, which
is easly measurable, and in terms of decisions affected, which is not easily measurable. Dataon
decisons affected, i.e., how NPDB and HIPDB datais actualy used, can be obtained only from
surveys of NPDB and HIPDB users. We based our counts of decisions affected on previous survey
results and current information from the NPDB contractor on the number of queries and matched
responses. Surveys to obtain information on user satisfaction and how NPDB query responses are
used are expensive and are not conducted every year. Survey data are subject to sampling and data
collection errors. We have no reason to believe, however, that there are any significant errorsin the
currently available survey data. As noted above, anew survey is currently being conducted. This
survey will dlow usto refine the decisions affected countsin the future.

NPDB query datafor future years is estimated taking into account possible changes resulting from
implementation of the HIPDB and “Section 5. If “Section 5” is not implemented, these estimates will
be excessve. The number of queries shown for FY 99 is the actual number of queries processed by
the NPDB. “Decisons affected by responses’ is an estimate based on survey data and the actual
number of queries which resulted in match responses during the yeer.

HIPDB query and decisions affected data are based on our HIPDB business plan and budget
estimates and regigtrations for querying the HIPDB. FY 00 estimates assume a February 1 opening
date for querying. The estimated number of decisions affected by HIPDB reportsis based on an
assumed initid 2 percent match rate and an assumption that 5 percent of HIPDB matches will provide
new information which affects decison making. These esimates will be revised as experienceis
gained with these programs after they become operationdl.

Data on the frequency with which practitioners withhold information on applications that is disclosed
by the NPDB can be obtained only through surveys of NPDB users.  Such surveys are expensive and
are not conducted every year. Likedl survey data, this type of information is subject to sampling and
data collection errors. Nevertheless, the data collected on this issue by the OIG are the most reliable
available. We are gathering updated information on thisissue in the survey of NPDB users currently in

progress.

Goal 111.B.2: Increasethe number of databases which are used by the NPDB as information
sourcesto improve the quality of information in the NPDB.

Context:

The NPDB'’s information can be improved by obtaining information when needed (such asto confirm
license numbers, addresses, etc.) from other sources. Thisinformation is used to help resolve “ partid
matches,” those Situationsin which the NPDB cannot initiadly determine with reasonable certainty that
the practitioner about whom informetion is being sought is a the same practitioner on whom
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information has been reported to the NPDB. Such problems arise when queries do not have complete
information. These problems also may arise when practitioners have the same or Smilar names.

Performance:

The NPDB currently confirms practitioner identification and characterigtics information using the AMA
data base when necessary. The NPDB aso obtains information from State licensure boards as
necessary to identify practitioners. As practitioner information becomes increasingly available on the
Internet, the NPDB plansto increase use of these sources, not only for physicians but also for other
types of practitioners. When the HIPDB opens, the NPDB will aso coordinate with the HIPDB for
needed practitioner identification information.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.22 Program Title National Vaccine Injury Compensation Program (VICP)

|etter.

Performance Goals Targets Actual Reference
Performance
1. ASSURE QUALITY
OF CARE
C.Improve
Customer/Patient
B2

Satisfaction EY 0L 90% FY oL %
1. Process payment of 90 ° |
percent of annuities within 60 FY 00: 90% Fy 00:
calendar days of receipt of a FY 99: 90% FY 99: 96.0%
Department of Justice (DOJ) FY 98: 92.6%
clearance |etter.
2. Process payment of 90 FY 01: 90% FY 01 B293
percent of lump sumawards | Fy 00: 90% FY 00:
within 30 calendear days of FY 99: 90% FY 99: 90.9%
receipt of aDOJ clearance _ 0
Isiier FY 98: 93.8%
3. Process payment of 90 FY 01: 90% FY 01 B293
percent of attorney fees FY 00: 90% FY 00:
within 30 calender days of FY 99: 90% FY 99: 96.9%
receipt of aDOJ clearance

FY 98: 96.6%

Total Funding: National
Vaccine Injury
Compensation Program
(VICP)

($in 000's)

FY 2001: $ 117,347
FY 2000: $65,300
FY 1999: $ 155,889
($100 million for pre- FY

‘89 daims)

FY 1998: $55,500

Bx: page # budget

HP: Hedthy People god
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2.22.1 Program Description, Context and Summary of Performance

Context:

The Nationa Childhood Vaccine Injury Act of 1986 established the VICP to equitably and
expeditioudy compensate individuass, or families of individuas, who have been injured by childhood
vaccines. The VICP servesto steady a previoudy perilous vaccine supply by substantidly reducing
the threet of liability for vaccine companies, physicians, and other hedth care professonas who
adminigter vaccines.

Anindividua claming injury from acovered vaccine files a petition for compensation with the United
States Court of Federd Claims (the Court). A DHHS physician reviews the claim to determine thet it
mests the criteria for compensation and makes a recommendation to the Court. If the Specid
Magter, gppointed by the Chief Judge of the Court, is satisfied that an injury was caused by a covered
vaccine, the VICP makes the appropriate payments based on the decision rendered by the Court.
Awards are paid out of atrust fund financed through collection of an excise tax levied on each dose of
covered vaccine administered.

The VICP isadministered in close coordination with the U.S. Court of Federd Claims and the
Department of Justice, whose attorneys represent the VICP during the proceedings before the Specia
Madgter. The nine member Advisory Commission on Childhood Vaccines meets quarterly to advise
the Secretary on program structure and implementation.

Program-wide performance:

The VICP has been vary effective. Since it was implemented in 1986 the number of lawsuits dleging
DTP vaccine-caused injury dropped from 255 to just 4 in 1997 whilefilings for investigationa new
drug exemptions for non-AIDS vaccines rose from 17 in1987 to 49 in 1997.

Program-level data issues:

The VICP maintains a highly controlled internal data system, which contains detailed case-specific
data vaues for the over 5,000 clamsfiled. This control data system includes legd, epidemiologicd,
medica, diagnogtic, and payment information, and is used for often highly complex cross-linking data
andysis. Information contained in these tables have been reviewed and validated by the Office of
Ingpector Generd (OIG), the Generd Accounting Office (GAO), the Congressonad Budget Office,
and Agency and Departmenta independent actuaria contractors.

Additiondly, the OIG conducted a comprehensive Program study in 1992, and released a very
favorable report on the management, operations, and success of the VICP. This study was eventually
submitted to Congressto satisfy a statutory reporting requirement. Currently, the GAO is conducting
aprogram review at the request of Senator Jeffords. The GAO has indicated that the results of the
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report will be favorable. It is scheduled to be released on January 22, 2000. Further, the GAO has
scheduled afollow-on review of specific financia components of the program pursuant to a request by
the House Ways and Means Committee and the Senate Finance Committee.

2.22.2 Goal-by-Goal Presentation of Performance

Goal I11.C.1: Process payment of 90 percent of annuitieswithin 60 calendar days of receipt
of a Department of Justice (DOJ) clearance letter.

Context:

Timdly, efficient resolution of claimsis one of the primary objectives of the VICP and prompt payment
of annuities contributes materialy to its success.

Performance:

Performance standards were conceptudized, developed, and implemented following careful
congderation by program officids, and in partnership with the Department of Justice, Office of the
Genera Counsd, VICP Petitioners Attorneys, and the Advisory Commission on Childhood
Vaccines. Standards were, in part, based on requirements of the Prompt Payment Act and customary
business practices in the private sector, with emphasis made on ensuring gtrict standards to satisfy the
often urgent needs of the beneficiaries of the program. Additiondly, the VICP negotiates and
purchases annuity contracts, and requires the monitoring of market conditions, necessitating a payment
system that mirrors (and exceeds) the private sector. Clarms are pad in aexceptionaly timely,
efficient manner. In FY 1999, 96.0 percent of annuities were processed within 60 calendar days.
This exceeds the target by 6.0 percentage points.

Goal I11.C.2: Process payment of 90 percent of lump sum awardswithin 30 calendar days of
receipt of a DOJ clearance letter.

Context:

Timdly, efficient resolution of claimsis one of the primary objectives of the VICP and prompt payment
of lump sums contributes materialy to its success.

Performance:
See the performance statement for 111.C.1.

Lump sum awards are paid in an exceptiondly timely, efficient manner. In FY 1999, 90.9 percent
(exceeding the target of 90 percent) of lump sum awards were processed within 30 days.
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Goal 111.C.3: Process payment of 90 percent of attor ney feeswithin 30 calendar days of
receipt of a DOJ clearance letter.

Context for the goal:

Timdly, efficient resolution of clamsis one of the primary objectives of the VICP and prompt payment
of attorney fees contributes materialy to program success.

Performance:

See the performance statement for 111.C.1. Paymentsfor attorney’ s fees were made in avery timely,
efficient manner. InFY 1999, 96.9 percent of payments for attorney’ s fees were processed within 30
days, compared with atarget of 90 percent.
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FY 2001 Performance Plan.Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.23 Program Title: Ricky Ray Hemophilia Relief Fund Program (RRHRP)

percent of petitioner payment
awards within 30 calendar
days of approval of a
completed petition.
(Dependent upon compl etion
of program regulations)

Performance Goals Targets Actual Referenc
Performance e

[11. ASSURE QUALITY
OF CARE
C. Improve
Customer/Patient
Satisfaction

_ FY 01: 100% FY 01: (11/01) B267
1. Issue Notice of Intent Case _ ]
Ty — FY 00: 100% FY 00: (11/00)
individual that files a Notice of FY 99: 65% FY 99: 70%
Intent to File a Petition with
RRHRP.
2. Complete the determination FY 01: 100% Fy 01. (11/01) B267
whether a petition meets the FY 00: 100% FY 00: (11/00)
requirements of the Act no i .

FY 99: NA FY 99: NA

later than 120 days after the
date a completed petition is
filed with RRHRP.
(Dependent upon compl etion
of program regulations)
3. Subject to availability of FY 01: 90% FY 01: (11/01) B267
sufficient amountsin the Fund, | gy 00: 90% FY 00: (11/00)
PHETESS peyEdl o £ FY 99: NA FY 99: NA

Total Funding: Ricky Ray
Hemaophilia Relief Fund
Act of 1998

($in 000's)

FY 2001:$100,000
FY 2000: $ 75,000

FY 1999: ¢ O

B x: page # budget
HP: Healthy People god
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2.23.1 Program Description, Context and Summary of Performance

Context:

The Ricky Ray Hemophilia Relief Fund Act of 1998 (the “Act”) was signed on November 12, 1998
to provide for “compassionate payments’ of $100,000 by the Secretary to certain individuas who
acquired HIV infection from treatment with antihemaophilic factor during the period July 1, 1982
through December 31, 1987. Section 101 of the Act establishesin the Treasury of the United Sates a
trust fund known as the Ricky Ray Hemophilia Rdlief Fund. The Act authorizes appropriations to the
Fund of $750,000,000. The FY 2000 Labor/HHSEducation appropriation provided funding to
initiate this program.

On March 24, 1999, the Secretary established as afirst procedure under the Act the opportunity for
individuds to file Notices of Intent to File Petitions, which may lead to later filings of full petitions and
determinations on those petitions when appropriate.

HRSA is currently developing regulations to implement the Act and to determine the policies and
procedures for submitting a full petition and for prioritizing payments, as required. Subsequent to the
issuance of these regulations, individuals may submit petitions for compass onate payments from the
Fund. HRSA will review each petition and supporting medica and legal documentation and make
recommendations regarding the petitions for compass onate payment. Subject to the availability of
appropriated funds, HRSA will process award payments on approved petitions for compassionate
paymen.

The program is administered in close coordination with HRSA' s Office of Generd Counsd and
officidswithin HRSA’ s Bureau of Hedlth Professonds. The program has dso consulted with nationd
hemophilia advocacy groups with regard to the programs policies and procedures. The Ricky Ray
Program Office has dready received more than 5,700 Notices of Intent to File aPetition. The Ricky
Ray Program Office has responded to each Notice of Intent with an acknowledgment letter reflecting
a case number assigned to the filing. The name, address and phone number of each petitioner, together
with the name address and phone number of the petitioner’ s attorney of record, or other
representative for the petition, if any, has been added to adatabase. The Ricky Ray Program Office
will advise those who submitted Notices of Intent of the content, format, and deadlines for future
submissions related to the petition.

On December 10, 1999, HRSA published a notice of a proposa to add a new system of records, in
accordance with the Privacy Act of 1974. The new system istitled “Ricky Ray Hemophilia Relief
Fund Act of 1998, HHS'HRSA/BHPr. HRSA has dso established the Ricky Ray Hemophilia Relief
Fund in the Department of the Treasury and organized accounting and auditing procedures for
payments of awards.
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The Ricky Ray Program Office, in conjunction with departmenta contractors, will maintain ahighly
controlled data system, which will contain detailed case-specific data for the petitions filed under the
Program. This control data system will include legd, medicd, diagnostic, and payment information, to
be used in the review process for determining whether a petition meets the requirements of the Act.

2.23.2 Goal-by-Goal Presentation of Performance

Goal I11.C.1: Issue Notice of Intent Case Number letter to each individual that filesa
Notice of Intent to File a Petition with RRHRP.

Context:

The Notice of Intent to File a Petition system was established by the Secretary astheinitia procedure
for individuas who may wish to file afull petition. Subsequent to the issuance of Program regulations,
the RRHRP will advise those who submit Notices of Intent of the content, format and deadlines for
filing full petitions under the Act.

Performance:

Performance standards were conceptudized, developed, and implemented following careful
consderation by Program officias, in concert with the Office of the Genera Counse (OGC).
Standards were, in part, based on ensuring strict standards to satisfy the often urgent needs of the
beneficiaries of this Program. As of January 14, 2000, the RRHRP has issued a Case Number |etter
to 100% of dl individuas that have filed aNotice of Intent to File a Petition with the RRHRP.

Goal 111.C.2: Complete the determination whether a petition meetsthe requirements of the
Act no later than 120 days after the date a completed petition isfiled with the RRHRP.

Context:

HRSA is currently developing regulations to determine the content and format of afull petition, the
policies and procedures for submitting a full petition and the method for prioritizing payments, as
required. Subsequent to the issuance of these regulations HRSA will cal for petitionsto be filed with
the RRHRP. Timdly, efficient resolution of clamsis one of the primary objectives of the RRHRP.
(Dependent upon completion of Program regulations).

Performance:

Performance standards are set forth in Section 103 (d) of the Act.  The 120 day review period
described in Section 103 (d) will begin upon receipt of afull petition containing dl information as
specified in the Program regulations.
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Goal I111.C.3: Subject to availability of sufficient amountsin the Fund, process payment of 90
percent of petitioner payment awardswithin 30 calendar days of approval of a completed
petition.

Context:

HRSA is currently developing regulations to determine the content and format of afull petition, the
policies and procedures for submitting afull petition and the method for prioritizing payments, as
required. Subsequent to the issuance of these regulations HRSA will call for petitionsto be filed with
the RRHRP. Timdly, efficient resolution of clamsis one of the primary objectives of the RRHRP and
prompt payment of petitioner payment awards contributes materidly to its success. (Dependent upon
completion of Program regulations)

Performance:

The target is set to process payment of 90 percent of payment awards within 30 days of gpprova of a
completed petition. Performance standards were conceptudized, developed, and implemented
following careful condderation by Program officids, in concert with OGC. Standards were, in part,
based on requirements of the Prompt Payment Act and customary business practicesin the private
sector, with emphasis made on ensuring trict sandards to satisfy the often urgent needs of the
beneficiaries of this Program.
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OFFICE OF SPECIAL PROGRAMS

FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

The Office of Specid Programs (OSP) in HRSA isresponsble for two program activitiesin the
Divison of Trangplantation involving the transplantation of organs, tissues, and bone marrow to trest
those with life threatening diseases.

The tota number of organ transplants increased 60% between 1988 and 1998, but the number of
trangplant candidates is rising faster than the number of donors. 1998 data show 5,799 donors, up
from 5,477 the year before. Thisis not enough of an increase to keep pace with the need for organs.
1999 data show 66,983 registrants waiting for organs, representing a 10% increase from 1998, and
the gap between supply and demand for organs continued to widen. Between 1995 and 1997, the
median waiting timesfor al organsincreased. There were 4,327 reported degths on the waiting list in
1997, up from 1,484 degths reported in 1988. Furthermore, the number of people on the waiting list
isincreasing much faster than the number of transplants. Every year the need for organ donation is
gredter.

The HRSA OSP trangplantation programs are authorized by the Nationa Organ Transplant Act of
1984, as amended; and the Nationa Bone Marrow Registry Reauthorization Act of 1998. Taken
together, these programs reflect the HRSA/OSP s mgjor strategic organ/tissue and marrow
trangplantation goals of increasing the numbers of organ donors nationdly, increasing the number of
minority organ donors nationdly, increasing the number of unrelated patients receiving marrow
trangplants nationdly, increasing the number of unrelated marrow donors nationdly, increasing the
number of minority patients receiving marrow transplants nationdly, and increasing the number of
unrelated minority donors netionaly.

Programs included in this section are:

2.24  Organ Procurement and Transplantation
2.25 Nationa Bone Marrow Donor Program
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.24 Program Title: Organ Procurement and Transplantation

Performance Goals

Targets

Actual
Performance

Refe-
renc

I. ELIMINATE
BARRIERS TO CARE

C. Focus on Target
Population

1. Increase by 20% over two
years the number of organ
donors nationally from
implementation of the fina
HCFA Rule on Conditions of
Participation of Hospitals.

(Sept. 98)

FY 01: 7,248 donors
FY 00: 6,589
FY 99: 5,990

FY 01

FY 00:

FY 99: (5/00)

FY 98: 5,799

FY 97: 5,477 donors

B225

II. ELIMINATE HEALTH
DISPARITIES

B. Increase Utilization for
Under served Populations

1. Increase by 20% over two
years the number of minority
organ donors nationally from
implementation of the fina
HCFA Rule on Conditions of
Participation of Hospitals.

FY 01: 1,802 donors
FY 00: 1,638
FY 99: 1,489

FY 01

FY 00:

FY 99: (5/00)

FY 98: 1,378

FY 97: 1,342 donors

B225

Total Funding: Organ
Procurement and
Transplantation

($in 000's)

FY 2001: $15,000
FY 2000: $10,000
FY 1999: $ 9,997
FY 1998: $ 2,778

B x: page # budget
HP: Healthy People god

2.24.1 Program Description, Context and Summary of Performance

The HRSA/Office of Specid Program (OSP) organ procurement and transplantation programs are
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authorized by the National Organ Transplant Act of 1984, as amended. The Division of
Trangplantation’s (DoT) principa respongbilities include the management of the Organ Procurement
and Transplantation Network (OPTN), Scientific Registry of Transplant Recipients (SRTR), Nationd
Marrow Donor Program (NMDP) contracts, public and professiona education, technical assistance
to organ procurement organizations (OPO's), adminigtration of the “Modd Interventionsto Increase
Organ and Tissue Donation” grant program. For organ procurement and transplantation data,
OSP/DaT is dependent upon the United Network for Organ Sharing (UNOS) which hold the Federd
OPTN and SRTR contracts. UNOS continually updates this data and publishes an annua report of
transplantation activities. The 1999 Annud report contains data from 1989 to 1998 inclusive; it should
be noted that 1999 data are not available.

DoT’ s activities support the Nationa Organ and Tissue Donation Initiative (the Nationd Initiative),
launched in December 1997 by Vice Presdent Al Gore and HHS Secretary Donna Shdada The
intent of the Nationa Initiative isto increase the number of organ donors by 20% over two years
beginning with the implementation of HCFA’s Hospital Conditions of Participation (COP) for Organ,
Tissue, and Eye Donation in August 1998. Working with HHS, HRSA/OSP/DoT is partnering with
an array of organizations acrossthe U.S,, building on more than a decade of experience gained from
government, private, and volunteer efforts. DoT’s goas and performance measures reflect the three
magor gods of the Nationd Initiative.

*ncreasing consent to donation
*Ensuring that families are asked about donation
*Learning more about what works to increase donation

The first god can be viewed from two perspectives. 1) family consent at the time of request for the
donation of aloved one' s organs in the hospita setting; and 2) individua declaration of intent to donate
viaan advance directive, eg., donor card or driver’slicense. DoT is addressing family consent
through increasing awareness about organ and tissue donation, ng the potentid donor family’s
hospital experience, promoting family discussion about donation, and working with HCFA on
implementation of the COP s requirement for training of designated requestors. Increasing individua
declaration of intent is addressed through DoT programs encouraging people to sign donor cards or
have donor indicators on driver’slicenses, and criticdly, to follow these actions with afamily
discussion about the decison. A Gallup study has indicated that nearly al Americans would consent
to donate their loved ones organsiif they knew beforehand that their loved ones wanted to donate.
Programs in both family consent and individua intent are targeted to a variety of age and ethnic

groups.

The second god is intended to assure that families of al potentia donors are given the opportunity to
consent to donation. Thisis especidly important because it has been suggested that improved trauma
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care, seat belt and helmet law enforcement, and technical advancementsin critical care medicine has
contributed to the number of medicaly suitable potential donors holding congtant, or even decreasing.
A congtant or decreasing number of suitable potentia donorsis a serious chalenge to the achievement
of a20% increase in the number of donorsintwo years. Thus, it isimperative that dl possible families
are asked about donation. The COP contains a provision that al hospital deaths and imminent deaths
are to be reported to the OPO serving the hospitd. In thisway, dl potentia donors can be identified
and request procedures can beinitiated. In addition, the actua donor pool may be increased through
the adoption of expanded donor criteria. DoT supports public and professona educeation activitiesin
these aress.

2. 24.2 Goal-by-Goal Presentation of Performance

Goal 1.C.1: Increase by 20% over two yearsthe number of organ donors nationally from
implementation of thefinal HCFA Rule on Conditions of Participation of Hospitals
(September, 1998).

Context:

Thisgod is congstent with the Department’ s Nationd Initiative (described in 2.28.1 above). Itis
believed that implementation of the HCFA Rule will enable the goa to be met. Prior to the publication
of the Rule, donation had been flat for severa years. Inthefirst partial year after publication, donation
increased appreciably.

Indicator:

Number and percent change of organ donors nationdly from implementation of the find
HCFA Rule on Conditions of Participation of Hospitds.
Performance:
FY 1998 data show 5,799 donors, up from 5,477 the year before. Thisis an increase of 5.9%.
During the same time period, the number of people waiting increased 13.5% from 53,505 to 60,712.
From the end of 1998 until the end of 1999, the number of people waiting for organs increased from
60,712 to 66,983, or 10.3%. Although the rate of increase in the number of people waiting was
dower in 1999, it continues to outpace the increase in cadaveric donation.

Goal I1.B.1: Increase by 20% over two yearsthe number of minority organ donors nationally
from implementation of the final HCFA Rule on Conditions of Participation of Hospitals.

Context:

Thisgod isaso conagtent with the Department’s Nationd Initiative described above. Just as
implementation of the HCFA Rule is expected to lead to a 20% increase in overal donation, it is
expected to lead to a 20% increase in minority donation. Based on most recent data for 1998, it
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gppears that getting to 20% will be a greeter chalenge with minority donation than for overal
donation. Expanded public information and education efforts may be required.

Indicator: Number and percent change of minority organ donors nationdly from the effective date of
the find HCFA Rule on Conditions of Participation of Hospitds.

Performance:
Trend Data
1997:
651 Black donors
552 Higpanic donors
107 Asian donors
31 Other donors
1 Unknown donorsin 1998 = 1,342 minority donors

1998:
654 Black donors
559 Hispanic donors
98 Asian donors
31 Other donors
1 Unknown donorsin 1998 = 1,378 minority donors

FY 1999 God: 1,489 minority organ donors
FY 2000 God: 1,638 minority organ donors
FY 2001 Goal: 1,802 minority organ donors nationdly

Data Collection and Validation

Datafor performance goas were obtained from the following sources:
Nationad Organ and Tissue Dondtion Initiative Fact Sheet

Medicine and Health, April 27, 1998, p. 3

HHS News Press Release, April 16, 1999
1998 Annual Report by UNOS, funded in part by HHS, pp.1, 2,15, and 32
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FY 2001 Performance Plan.Revised FY 2000 Final Plan and FY 1999 Per for mance Report

2.25 Program Title National Bone Marrow Donor Program

bone marrow donors (national
registry of potential donors)
over previous year totals.

minority donors estimated
at 900,000.

Performance Goals Targets Actual Refe-
Performance renc
e
I. ELIMINATE B227
BARRIERS TO CARE
C. Focus on Target
Population
0,
b HAEEESl) e2iols FY 01: 4.35M donors FY O1:
number of unrelated bone _ _
marrow donors (national FY 00: 4.04M Fy 00:
registry of potential donors) FY 99: 2.84M FY 99: 3.76
over previous year totals. FY 98: 3.36
FY 96: 2.58 M donors
II. ELIMINATE HEALTH B227
DISPARITIES FY 01
B. Increase Utilization for FY 01: 1,100,000 donors FY 00:
Under served Populations FY 00: 1,000,000 FY 99: (5/00)
Je lnsiezseley A% i FY 99:  220,000* FY 98: 800,000
number of unrelated minori ’ ’ T
v *New donors. Total FY 96: 526,000 donors

Total Funding: National
Bone Marrow Donor
Program

($in 000's)

FY 2001: $ 17,959
FY 2000: $ 18,000
FY 1999: $ 17,994
FY 1998: $ 15,270

B x: page # budget

HP: Healthy People god

2.25. 1 Program Description, Context and Summary of Perfor mance

Context:

The Nationd Marrow Donor Program operates the nationa registry of volunteers willing to donate
bone marrow to people with leukemia and other life threatening blood-based diseases who need a

bone marrow transplant, but lack a rdative with a matching tissue type. Through the program,
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volunteer donors are recruited and tissue typed, the national registry of potentia donors is maintained,
compuiterized searches of the registry are conducted for patients, marrow is collected and provided for
transplants maintained. The program provides information and case management for patients and their
families, public and professona educationd materias, and resources for transplant centers to conduct
successful searches for unrelated matched donors. Research to improve the number and effectiveness
of stem cdll trangplants using unrelated donors is conducted and supported by the program.

Program-level Performance:

Unrdated transplants are now performed using umbilical cord blood obtained &t birth and periphera
blood stem cells derived through the process of apheresis, as well as bone marrow. There have dso
been many improvements in HLA-typing, moving toward more accurate DNA-based methods, and in
procedures to reduce Graft-versus-Host disease (VHD). Currently, the NMDP Registry is made up
of more than 3.7 million potentia volunteer donors and the program has facilitated more than 9,000
trangplants (over 1,300in 1999). The NMDP s primary god continues to be to provide the best
possible source of hematopoietic stem cells from unrelated donors for patients who could not
otherwise receive atransplant. Many diseases may be potentialy cured with stem cell transplantation.
As stem cdll trangplantation is more widely used as a therapy, and as evidence of its successasa
therapy becomes more prevaent, it will likely be developed as an effective trestment for additional
conditions.

2.25.2 Goal-by-Goal Presentation of Performance

Goal I.C.1: Increase by 7.5% the number of unrelated bone marrow donors (national registry
of potential donors) over previousyear totals.

Context:

The misson of the NMDP isto provide stem cdlls for trangplants from compatible unrelated donors
for patients from dl racial and ethnic groups. In order for transplantation to succeed potential donors
must match patients searching for a compatible donor. The likelihood of a potentia donor matching a
searching patient increases as the number of potential donors available on the Regidiry increases.

Indicator: Number and percent change of unrelated bone marrow donors (on the nationa registry).

Performance:

The number of potentia donors has been increasing by at least 8% during the last three years but this
increase is expected to level off as costs of registering potentia donors increase.

Basdine 2.58 million bone marrow donorsin 1996
FY 99: 2.84
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FY 2000 God: 4.04 million* (Thisisrevised from the origind target of 3.12 million donors
based on the improved data base and a 7.5% increase).

FY 2001 Godl: 4.35 million bone marrow donors.

* Revidons
Basdline is based on actua number of potentia bone marrow donors on the nationa registry at the end
of FY 96, rather than the end of calendar year 1996.

The FY 2000 god is based on actud FY 99 performance of 3.76 million. This reflects the availability
of more complete data on potential donor recruitment in recent years.

Goal 11.B.1: Increase by 10% the number of unreated minority bone marrow donors
(national registry of potential donors) over previousyear totals.

Context:

The misson of the NMDP isto provide stem cdlls for trangplants from compatible unrelated donors
for patients from dl racial and ethnic groups. In order for transplantation to succeed potential donors
must match patients searching for a compatible donor. The likelihood of a potentia donor matching a
searching patient increases as the number of potential donors of the same race/ethnicity on the registry
increases. Statutory language notes that a primary function of the regidtry isto “increase the
representation of individuas from racid and ethnic minority groupsin the pool of potentiad donors for
the registry in order to enable an individua in a minority group, to the extent practicable, to have a
comparable change of finding a suitable unrdated donor as would an individua not in aminority

group”.

Indicator: Number and percent change of unrelated minority bone marrow donors (nationd registry of
potentiad donors) nationdly.

Performance:

The number of potentia donors has been increasing by at least 10% during the last three years, in part
because of targeted recruitment efforts.

Basdine: 526,000 minority bone marrow donors on registry at end of 1996; increasing to 800,000 by
end of FY 98.

FY 98. A cumulative tota of 1,290 minority patients received stem cdll transplants facilitated by the
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national registry in FY 99, an increase of 21.13% over FY 98. The number of transplantsis directly
related to the ability to find a compatible donor who is available for trangplant.

FY 99: 220,000 was the figure used to represent the minority bone marrow donors recruited to the
registry in FY 99 instead of the total (900,000) potentia minority bone marrow donors on regidtry at
end of FY 99. The way the target was reported in FY 99 has been changed and is now being
reported a different way for FY 2000 and FY 2001. This gives a better measurement of the
performance god.

FY 2000 God: 1.0 million* potential minority bone marrow donors on registry. 100,000 projected to
be recruited in FY 2000.

FY 2001 God: 1.1 million potential minority bone marrow donors on regisiry.

* Revidons

FY 2000 target is based on actud FY 99 performance. For recruitment of minority donors of
unrelated bone marrow, the basdline and FY 2000 target have been substantialy revised to reflect
more complete data now available on potentiad donor recruitment in recent years which showsthe
effect of targeting minority donors.

Data | ssues:

Datafor performance gods were obtained from the Nationa Marrow Donor Program. Data are
provided to HRSA/Division of Trangplantation monthly. The data are collected on a computerized
system that contains information concerning potential donors, tissue typing results, potentid recipients
searching for a compatible donor, and transplant outcomes. These data are revised continuoudy as
updated information becomes available. HRSA/DoT reviews reports and statistics as do the Board of
Directors of the NMDP and the various NMDP committees.
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RURAL HEALTH

FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

The charge to the Office of Rurd Hedth Policy from Congressin 1987 was to serve as a proponent
for rurd interests in the Department’ s hedlth care policy process. The office has a specific mandate to
review HCFA proposas and regulations, to maintain an information clearing house, and to provide
information on rurd hedth activities in other federd agencies.

The Office of Rurd Hedth Policy isthe only office in the Department solely concerned with rurd
hedth care needs. It isactivein coordinating rurd hedth care programs and policies within HRSA,
with HCFA, and with many federa agencies such as USDA. Because the chalenges to providing
adequate care in rurd communities are manifetations of many dructura issuesin the nationd hedth
care ‘'sysem,’ the office has become drategicaly involved in efforts, large and small, to bring about
nationd reforms.

The office engages in awide spectrum of activity, from research and policy development to
congtituency-building, to demondration grants for new rurd service ddivery sysems. The Office
administers five grant programs and provides grantees and contractors with technica assstance
through workshops, phone conferences, site vigits, and other efforts. To cultivate loca support for
rurd hedlth issues, the office has promoted extensve networking among rurd hedlth interests within
and among the States. This has resulted in a nationd information network. We support State and
regiond conferences and lend financid and technicd support for new rurd hedth initiatives.

The Rura Hedlth Program includes four components:
2.26: Rurd Hedlth Outreach Grants
2.27:Rurd Hedth Policy Development

2.28: Rurd Hogpitd FHexibility Grants
2.29: State Offices of Rurd Hedth

157



FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report

2.26 Program Title: Rural Health Outreach Grants

networks that involve rural health
providers.

*represents number of
providers in networks

Perfor mance Goals Targets Actual Referenc
Performance e
I. Eliminate Barriersto Care B232
A. Increase Utilization for
Under served Populations
1. Outreach Program: Develop FYOl: 854,000 FY 0L
and operate collabqratl \{e models FY00: 764,000 FY 00:
of health care servicesin rurd _ _
Ty FY99: 680,000 FY 99: (9/00)
underserved popu|e¢|ons FY98: 616,000 FY 98: 630,000
*numbers represent
number of persons
served per year
IV.IMPROVED PUBLIC
HEALTH AND HEALTH
CARE SYSTEMS
C. Promote Systems and
Infrastructure Development
1. Rural Network Devel opment _ ] _
Program: Improve rural health FY 01: 270 prOVIderS* FY 01: B232
care access by developing FY 00: 270 FY 00:
verticaly integrated provider EY 99: 270 FY 99: (9/00)

Total Funding: Rural Hedth
Outreach Grants

($in 000's)

FY 2001: $38,892
FY 2000: $35,880
FY 1999: $30,401
FY 1998: $22,863

B x: page # budget

HP. Hedthy People
God

2.26.1. Program Description, Context and Summary of Performance

Rurd Hedlth Outreach Grant Program: Rural Hedlth Outreach grants are providing essentid hedth
care sarvices to hundreds of thousands of Americansliving in rurd areas of the country. The god's of
the program are to improve access to care in underserved rural areas through the development of new
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hedlth care delivery systemsthat create and sustain greeter collaboration anong providers. The grants
require hedlth care organizations and the communities they serve to develop aimplement a consortium
with at least three different providers to strengthen existing health care services or bring new services
to the community. Services supported by the grants include primary care, menta hedlth, dental care,
hedlth education and promotion, hedth related trangportation, mental health, specidty care, school-
based dlinics and others. Granteesinclude rurd hospitals, clinics, public heath agencies, charitable
organizations, educationd ingtitutions and other non-profit organizations located in rurd aress of the
country. Target populations include rurd minorities, the elderly, pregnant women, children and
adolescents, and rurd Americans with gpecia needs. The average grant serves over 7000 persons
each year. Closeto 2.5 million rurd Americans have been served by the program since itsinception in
FY 1991. Over 60 percent of the grantees report a continuation of their activities after federa support
isterminated. Grants are for three years. Awards have been made in 46 States and 4 Territories.

Rural Network Development Grants. These grants are designed to support the development of
verticdly integrated provider networksin rura communities. Rurd hedth care providers are finding
that they cannot survive in today's hedth care market without forming aliances with other providers.
This program is founded on the belief that localy owned networks of rurd providers can improve
accessto care in rurd communities, better coordinate local hedlth care services, and help rura
communities respond to the growing presence of managed care. Loca ownership and control is more
respongve to community needs and more likely to result in systems that will last over time. The typica
grant might involve a hospital, loca physcians, and long-term care providers. Under this program, the
focusis on developing the organizationa structure and capabilities of rurd networks as opposed to the
actud delivery of services. All grantees participate in an evauation activity that will help us understand
more about the development and operation of provider networks in rurd arees.

2.26.2. Goal-by-Goal Presentation of Performance

Goal I.A.1: Outreach Program: Develop and oper ate collabor ative models of health services
in rural areaswhich will serve under served persons.

Every Outreach Grant is different. Each has different objectives, different providers, and different
target populations. Data from the Outreach Granteesis submitted annudly through the grant renewd
process and through a specia report that grantees are asked to submit in their third and find year.
Since every project is different, it has been difficult to aggregate the data.

The data submitted by grantees does provide a rough estimate of the numbers of people served by the
grant. The number can be quite large in the case of projects that involve the use of media presentations
or distance learning technologies. On the other hand, some projects are providing very specidized
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servicesto asmdl population (e.g. pregnant women in acommunity). We are working to design a
reporting system that will give us more accurate and reliable data on the numbers of people served by
different types of projects and other measures for evaluating the program. This system will be in place
by the time new awards are made in FY 2000.

Goal IV.C.1: Rural Network Development Program: Improverural health care access by
developing vertically integrated provider networksthat involve rural health providers.

In addition to reports received through the normal grants process, the program relies on the Rura
Network Development Grant Reporting System. This system provides information on the
characteristics of the networks; their organizationd capabilities; activities they have taken to strengthen
and expand the networks; barriers to network formation in rurd areas, and other information. Basdline
information on the status of grantee networks was collected in 1998. The second reports from
grantees were submitted earlier this year and are under review. An anaysis of these reports will be
available by early 2000.

Every network is different, so it is difficult to quantify specific results across al grantees. For example,
some networks formed in the hope of developing aloca managed care product, while others have
formed to integrate adminigtrative functions such as hilling, purchasing, etc. However, the lessons
learned from the experience of these grantees will be quite valuable to other providers seeking to
become a part of larger networksin rural aress.
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FY 2001 Performance Plan,Revised Final FY 2000 Plan and FY 1999 Perfor mance Report
2.27 Program Title: Rural Health Policy Development

Performance Goals Targets Actual Reference
Performance
IV: IMPROVE PUBLIC B230
HEALTH AND HEALTH
CARE SYSTEMS

A. Improve I nformation
Development and

; P FY 01: N/A EY 00:
Dissemination. .
1. Develop policy relevant FY 00: N/A FY 99: 1 paper on racial

FY 99: 5 disparities completed, 5

research addressing racial
on rura elderly

disparities and the rural

dderly. underway.

2. Rural Health Policy FY 01: 18 research FY 01 B230
Development: Conduct and papers EY 00:

dissemi :ate pol;IC{\ ;jlalant FY 00: 25 research FY 99: 3 research
researen on rur papers studies on BBA

ISSUES. (5 research studies on underway, 5 new BBA
(For FY 2000 and 2001, we the 1997 BBA) studies to be funded
are focusing on the total set

of studies) .

Total Funding: Rural Hedth FY 2001: $6,101 Bx: page # budget
Policy Development FY 2000: $12,679 HP: Hedthy People
($in 000's) FY 1999: $6,583 Godl

FY 1998: $5,386

2.27.1 Program Decription, Context and Summary of Performance

This activity supports the policy development functions of the Office of Rural Hedth Policy. These
functions are designed to help policy makers, both in Washington and throughout the nation, better
understand the problems that rurd communities face in assuring access to hedlth care for their citizens.

Part of this activity, the Rural Health Research Center Program, is the only hedlth services research
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program dedicated entirely to producing policy relevant research on hedlth care in rurd areas. There
are currently five research centers at different locations throughout the country. Each Center has
developed its own areas of expertise. One Center is studying the effects of managed carein rurd
communities, access to managed care by rurd Medicare beneficiaries, qudity of care issues, and the
development of provider networksin rura areas. Another Center is studying the availability of long-
term care services in rura areas. A third Center is examining the effects of changesin Medicare
payment systems on rurd providers, with specid emphasis on changes brought about by the Balanced
Budget Act of 1997. The other Centers are focusing on rura hedth care workforce issues and the
geography of hedth care. The work of the Centersis published in academic journas and other venues.
The work iswiddy disseminated by the Rurd Information Center (see below) and the State Offices of
Rurd Hedth. The emphasisis on studies that will have atimely impact on policy decisons a federd
and dtate levels. For example, one of the Centers produced a paper this year which described the
potential impact of Medicare's new prospective payment system for hospitals on smal hospitdsin
rurd communities. That study has had a mgor impact on policy debates related to the new payment
System.

In FY 2000, grants to current Research Centers will be ended and new awards will be made to six
centersfor FY 2001-03. Specific research topics will not be sdlected until then. Twenty-four projects
will be funded with 18 completed in FY 2001, due to multi-year projects.

In addition to the Research Centers, this activity would continue support for: (1) the National Advisory
Committee on Rura Hedlth which advises the Secretary on rurd health programs and palicies; (2)
dissemination of rura hedlth information by the Rura Information Center (the Center responds to
thousands of inquiries each month and disseminates information through its web ste); and (3) small
projects that assist the Office of Rural Hedlth Policy and the Health Resources and Services
Adminigration in identifying and darifying rurd hedlth careissues.

2.27.2. Goal-by-Goal Presentation of Performance

Goal 1V. A. 1. Develop policy relevant research addressing racial disparitiesand therural
elderly.

Performance:

Last year we established a performance god for this program based on the number of papers
developed by the Centers specificaly addressing issues of racid hedth digparities among rurd minority
populations and issues on the rura ederly. It was our intention to make this a priority areafor rura
hedth research. In pursuing the area of digparities among minority populaions, the Centers have

been hampered by alack of data on rurd minorities. Existing nationa surveys are not particularly
helpful for rurd minorities and there has been very little effort to collect information by other means. As
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areault, very little research has been done specific to rural minorities. Consequently, only one
research paper on rurd minority health has been published by the Centersin FY 1999. Thereare 5
gudies on the rurd ederly either completed or nearing completion, including afocus on long-term care
gtuations and care of patients with Alzheimers disease.

Goal IV.A.2: Conduct and disseminate policy relevant research on rural health issues.

Performance:

For FY 2001, we are rephrasing the performance goa for the Research Center Grants to focus on the
total number of research papers produced by the Centers each year. We think thisis a much better
measure of overal productivity under the program. Thetarget for FY 2001 is 18 research/andytic
papers. Another 6 projects will be funded, but due to their multi-year nature, will not be available until
FY 2002.

Within the target, there is an emphasis on palicy research concerning the impact of changesin
Medicare payment policy legidated by the Balanced Budget Act (BBA) of 1997 and the Balanced
Budget Refinement Act of 1999. These changes, which include prospective payment systems (PPS)
for outpatient, home hedlth, and skilled nuraing facilities, are expected to negatively impact the financid
hedlth of rurd hospitals. Rura hospitas that operate home hedth agencies and skilled nursing facilities
may be especidly vulnerable to these financia reforms. Previous Medicare reforms, such as inpatient
PPS, have had large, unanticipated negative impacts on rura hospitals. Legidative reforms, including
specid payment categories, were enacted to lessen the negative impact on rural areas. Through the
policy research on the 1997 BBA, we expect to identify hospitals and rura communities that may be
adversdly impacted by the new PPS. The research will help not only to predict the impact of the
payment reforms on rura hospitals but also to identify options for changes in the new PPS to lessen
the negative effects on rurd hospitas, their patients, and their communities. Severa research sudies
will focus on the impact of each new PPS individualy (for example, the impact of Medicare payment
reform on home hedlth carein rurd areas). Other Sudies address the interaction of these PPS
changes to examine the total impact on rurd hospitas (for example, implications of Medicare payment
changes on the viability of rurd hospitals). Three research studies on the 1997 BBA were conducted
in FY 1999, and five are planned for FY 2000.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report
2.28 Program Title Rural Hospital Flexibility Grants

Performance Goals Targets Actual Reference
Performance

IV.IMPROVE PUBLIC B235
HEALTH AND HEALTH
CARE SYSTEMS

C. Promote Systems and FY 01: 100% FY OL:
Infrastructure ] 0 .
Development FY 00: 100% FY 00:
1. 100% of dligible stateswill | FY 99 90% FY 99 90%
be participating in the Rural (43 of 48 €ligible States)
Hospital Flexibility Program.
Total Funding: Rura Hospital FY 2001: $25,000 B x: page # budget
Flexibility Grants FY 2000: $25,000 HP: Healthy People
($in 000'9) FY 1999: $24,992 Goal

FY 1998: NA

2.28.1 Program Description, Context and Summary of Performance

The Rural Hospitd Flexibility Grant Program was authorized in the Balanced Budget Act of 1997. The
first @ppropriation for the program wasin FY99. The program provides grants to States to help them
improve access to essentid health care services in rurd communities. Grants are awarded to States to:
(1) develop and implement agtate rurd hedth plan; (2) designate Critical Access Hospitas that will be
eligible for cost-based payments through the Medicare Program; (3) assist these Critical Access
Hospita's and the communities they serve in developing networks of care; and (4) improve rurd
emergency services by integrating them with other services in selected rurd communities. The program
provides support for loca citizens, employers, hedth care providers and other groups to conduct the
community-based activities that are necessary to save at-risk rura hospitals and to design better
systems to meet local needs. For hospitas and other providers, the program will provide technical
assistance and support to: (a) develop integrated networks of care; (b) examine and implement the
conversion process for hospitals that wish to be designated as Critical Access Hospitd's, and improve
information systems, quality assurance programs, and other activities.
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2.28.2. Goal-by-Goal Presentation of Performance

Goal IV.C.1: 100% of digible Stateswill be participating in the Rural Hospital Flexibility
Program.

Performance:

The firgt grants to states under this program were awarded in August-September, 1999. Some 43 of
48 digible States are participating in the program and recelved a grant for FY 1999. A few States
have deferred the decision and will gpply for agrant in Fiscal Y ear 2000.

At about the same time we hope to have in place a technica assstance contractor to work with the
dtates on program implementation and an evauation program. These two activities will produce
information on grant supported activities in the dates. The program will be identifying more
specifically what is measurable, such as the number of hospital conversons that take place, the types
of networks that are developed as part of the conversion process, new strategies for linking
emergency servicesto the Critical Access Hospitals, and other outcomes of the program. Based on
that identification, performance measures will be strengthened.  We will aso have information on how
well we are responding to the states in terms of their needs for technical assstance.
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FY 2001 Performance Plan,Revised Final FY 2000 Plan and FY 1999 Perfor mance Report
2.29 Program Title: State Offices of Rural Health

Performance Goals Targets Actual Performance Reference

I. Eliminate Barriersto
Care

A. Increase Utilization for
Under served Populations

1. State Offices of Rural FY 01: 50 States FY OL: B236
Health: All States will have

. FY 00: 32 FY 00:
implemented performance

indicators and reported a

summary of their outcomes.

Total Funding: State Offices FY 2001: $3,000 B x: page # budget
of Rurd Hedlth FY 2000: $3,000 HP: Heslthy People
($in 000's) FY 1999: $2,999 God

FY 1998: $2,986

2.29.1 Program Description, Context and Summary of Performance

The State Offices of Rura Hedlth (SORH) program of matching grants supports states to: (1) collect
and disseminate information on rurd hedth in their Sates; (2) coordinate rura health resources and
activities gatewide; (3) provide technical and other assstance to rura providers and communities; and
(4) hdp communities recruit and retain hedth professonas. This innovative Federd and State
partnership reaches out to provide rurd communities with the tools they need to address their hedlth
care problems. The State Offices are now playing a mgor role in implementing the Medicare Rurd
Hospita Hexibility Program authorized by the Baanced Budget Act of 1997. Mogt of them will be
managing the grants that are being awarded to States for this new program.

2.29.2 Goal-by-Goal Presentation of Performance

Goal 1.A.1: All Stateswill have implemented per for mance outcome measur ement indicator s
and reported a summary of their outcomes.

Performance:

By the end of caendar year 2000, 32 State Offices of Rurd Health will have implemented
performance outcome measurement indicators. For FY 2001, al 50 will have implemented such a
process and will have reported a summary of their outcomes. A report is currently under devel opment
on what happened in FY 1999 and is expected to be available in June, 2000.
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TELEHEALTH

FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report

The Telehedth Program has been created to coordinate HRSA' s telehedlth activities. Telehedth isthe
use of eectronic information and telecommunications technologies to support long-distance clinical
hedlth care, patient and professond hedth-related education, public hedlth, and hedth administration.
The Office builds upon and advances HRSA' s previous efforts to use teecommunications to improve
technica assstance to HRSA's grantees, to more effectively train hedlth care providers, to encourage
linkages for knowledge exchange, and to capitalize and replicate lessons learned in providing quality
hedlth care to underserved individuds, families, and communities. The Office' s respongbilities include
telehedth policy and program devel opment, telemedicine demongtrations in medicaly underserved and
hard-to-reach areas, technical assistance to HRSA grantees, and to locd and state hedlth officids, and
the production of mediatoolsto facilitate the dissemination of hedth care information to hedth care
providers and the public.

The program included in this section is

2.30 Telehedth
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.30 Program Title: Telehealth

Performance Goals

Targets

Actual
Performance

Refer
-ence

I. ELIMINATE
BARRIERS TO CARE

A. Increase Utilization for
Under served Populations

1. Evauate telehedth

programs in urban communities
which are designed to
overcome barriers to health
care for underserved
individuals.

FY 01: 1 eval. study
FY 00: NA
FY 99: 1 study funded

FY 01: (01/02)
FY 00: NA
FY 99: 1 study funded

B237

IV.IMPROVE PUBLIC
HEALTH AND HEALTH
CARE SYSTEMS

A. Improve Information
Development and
Dissemination

1. Complete evaluation of
rural telemedicine grant
program and publish findings.

FY 01: Data collection
completed from encounter
study and final report
produced from both
encounter and meta
analysis studies; 2 papers
submitted for publication.
FY 00: Draft survey
package submitted to
OMB; data collection
completed; meta analysis
from ongoing individual
program evaluations
completed;

FY 99: 1 paper on interim
results

FY 99: Forms revised and
limited field test.

FY 98: Preliminary forms
developed

B237
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2. Increase the percent of FY 01: 65% FY 01: 01/02 B237

HRSA grantees that are FY 00: 50% FY 00: 01/01
electronically linked to HRSA. EY 99 35% EY 99: 30%*

* Based on preliminary
assessment of HRSA

grantees with
videoconferencing
capabilities
Total Funding: Telehealth FY 2001: $ 5,612 Bx: page # budget
($in 000's) FY 2000: $20,522 HP: Hedthy People goa
FY 1999: $13,118
FY 1998: n/a

2.30.1 Program Description, Context and Summary of Performance

Context:

Tdehedth isthe use of eectronic information and telecommunications technologies to support long-
distance dinica hedth care, patient and professond hedth-related education, public hedth, and hedth
adminigration. Modern hedlth care increasingly involves the effective use of telehedth technologiesto
bring care to where the people are. HRSA has established agod of reaching 100 percent access and
0 percent hedlth disparities. Thus, these technologies are and will continue to be essentid toolsin
achieving HRSA’sgod. They areintegrd to the development of information systems and distance-
learning programming thet facilitate linkages between hedth care indtitutions over distance and provide
educationa opportunities for those who would otherwise not have or would have difficulty ng
such opportunities. Underserved communities, be they urban or rurd continue to face significant
chdlengesin obtaining the financid, physical, and human resources to take advantage of these
technologies.

The Agency established the Office for the Advancement of Telehedth in May 1998 to coordinate
HRSA'steehedth activities. The Office officidly became operationd in August of 1998. In FY
1999, it provided HRSA bureaus with technica assistance in the production of distance learning
programming and administered 41 grants under the Rural Telemedicine Grant Program and the
telehedlth grants awarded under the Rural Outreach Grant Program. The latter two programs are
authorized under Sections 301 and 330A of the Public Hedlth Service Act, as amended by the hedlth
Care Consolidation Act of 1996. These grants are to designed to demonstrate the use of telehedlth
technologies in improving access to hedlth care and access to educationd and training programs for
hedlth professonals.
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The Office dso conducted an assessment of HRSA grantee’ s advanced tel ecommuni cations capacity
to establish a basdline for the Agency’ s objective of achieving linkage to 75% of its grantees by FY
2003. Findly, it conducted a pilot project in 7 community hedth centers and 3 regiond officesto
asess Whether adigita satellite system for low-cogt, desk-top videoconferencing would provide
adequate connectivity to meet the Agency’s objectives. Results of the pilot were evauated by
November, 1999. These results were widely shared within the Agency. Based on the findings from
the pilot, an investment strategy is being developed that will dlow HRSA's grantee' s to communicate
viaauniform desk-top video-conferencing network (HRSA Network) by FY 2002 and will ensure
that dl HRSA grantees have access to the Internet. This network will meet dl industry standards for
open architecture and interoperablility, thereby facilitating connections to other sysems within the
Department.

Tdehedth isan evolving fidd, reflecting the rapid technologica developments in both the computer
and telecommunications industries. Keeping up with these changes requires knowledge and skills that
often go beyond the experience of any one agency or Department. The Office has been very fortunate
in having the opportunity to aff the Joint Working Group on Telemedicine, the federd coordinating
group with representation from al federd agencies active in telemedicine.  Through this group, it has
been able to identify areas of mutud interest with other federd agencies and avoid duplication of effort.
The Officeis currently collaborating with the Hedth Care Financing Adminigiration on astudy of
current Medicare telemedicine payment policies, based on data from the Office srura telemedicine
grantees. Other grantee data has been used to document for the FCC regulatory barriersto the
effective implementation of the universal service telecommunications discount program for rurd heelth
care providers. The Office also has collaborated with CDC on production of the Healthy People
2000 updeate for Materna and Child Health and on a variety of distance learning activities, including
the launch of Hedlthy People 2010. 1t has embarked on ajoint effort with the HHS Office for Disease
Prevention and Health Promotion to develop specific criteria by which we will judge whether a non-
HHS web site should be linked to those in the Department. In FY 2000, the Office plans to work
more closdy with the Adminigtration on Aging to promote and evauate strategies for providing more
effective sarvices to the derly through the use of modern telecommunications and computer
technologies.

Within the Agency, the Office has worked closaly with the Bureausin the development of severd
distance learning initiatives reated to quaity of care, compliance with Y 2K, and rurd hedlth. It has
edtablished a Distance Learning Working Group to coordinate distance learning activities within the
Agency and to asss in evauation of the pilot project for establishing the HRSA video-conferencing
infragtructure. The Office has provided extensive technica assstance to the bureausin the
development of programmetic telehedth initiatives in domestic violence prevention, school-based
hedlth, and emergency medicd servicesfor children. In FY 2000, it plansto work more closdly with
the bureaus in examining the potentia of telehedth technologies for expanding denta services and
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sarvices on the Border, and for improving services to the elderly and disabled children’s populations
through tele-home care.

Perhaps the most important partnerships for the Office are those with our grantees. These
partnerships provide criticd information on the factors that contribute to or hinder the successful
development of telehealth programs in underserved communities. As noted above, the grantees have
provided datato HCFA on a number of telemedicine payment issues that are critical to their decisons
on reforming the program. Ongoing grantee feedback through the progress reports, business plans,
and clinical protocols have proved invauable in our development of new programmetic initiatives. But
perhaps most vauable is the ongoing dialog that occurs among the grantees and between the grantees
and the Office through the Rural Tdemedicine Listsarv, alistserv managed by one of the grantees.

Program-wide performance:

The promise of tdlecommunications and information technologies for overcoming the barriers to hedth
care of geography, culturd diversity, racid disparities, and poverty has not been redized in many of
our mogt isolated rurd and inner city urban communities. The ultimate success of the Office will bein
promoting and devel oping affordable telehealth programs that improve access to hedlth services and to
educationa and training programs for hedlth professonals who serve these communities. At avery
basic levd, the increasing demand for technica assstance from the Office is one indicator of Given its
responghilities to develop HRSA's infragtructure for communicating with its grantees, the Office's
performance can directly be evaluated by the development of that infrastructure and the extent to
whichitisused.

Program level data issues:

One of the mog difficult challengesin thefidd of telehedth is defining exactly what is being measured.
Telehedth technologies are neither one technology or one gpplication, but arapidly growing group of
hedlth care and distance learning applications that employ diverse telecommunications and computer
technologies. Because of ragpidly changing technologies, the cost/effectiveness of these programs may
be difficult to generdize across programs or over time, but programmeatic evaluations should provide
vauable information on consumer and provider satisfaction, programmatic costs, utilization, and
changes in access and availability of services. The Office has put in place severd different data
collection strategies to collect the necessary information to broadly assess the factors contributing to
the long-term success and viability of telehedth programs in underserved communities. These efforts
are described further under the specific objective for improving information development and
dissemination (IV.A.1).

2.30.2 Goal-by-Goal Presentation of Performance
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Goal I.A.1 Evaluate telehealth programsin urban communitieswhich are designed to
overcome barriersto health carefor underserved individuals.

Context:

Despite agrowth in investment and increased media atention, telehedth technologies remain largely
untested. Thisis particularly true for applications in urban underserved aress because most of the
attention and public monies for telehedth have been focused on the needs of rura communities. Urban
resdents, especidly if they are poor or disabled, face sgnificant barriers to obtaining hedlth services.
These barriers can be cultural, economic, and/or related to inadequate transportation. An elderly,

poor women, living in an inner-city and traveling for 1 %2 hours to the specidist via public
transgportation, faces equdly difficult barriers to overcome as one living on afarm.

In FY 1999, OAT managed apilot project at Drew Medica School to expand tele-ophthamology
screening to other servicesin inner city housing projects. From this limited study and other smilar
gudiesin schools and community-based settings, it is clear that urban projects have the promise of
improving access to hedth services for underserved, inner city population, as wel asfor expanding the
information available on the effectiveness of tdlemedicine. Mogt current projects have largely been
limited to rura areas, where sparse populations often result in alow volume of servicesthat can be
andyzed. By adding information from urban projects, the data available can be expanded to assess
the vaue-added of telemedicine programs and provide support for policy initiatives related to
telemedicine.

Inthe FY 2001 budget, alimited urban initiative is proposed for the Office. Thisinitiative would fund
one project that synthesizes and eva uates results from current ongoing urban telemedicine projectsin
urban inner city communities, comparing and contrasting them with those in rura communities. Based
on the results of this project, recommendations will be made for development of a program to foster
cost-effective telehedlth services for underserved urban populations.

Indicator: Completion of report and recommendations for larger program.

Performance:

FY 1999: 1 grant awarded to Drew as apilot

FY 2000: 0 grants, Office funding limited to rurd projects only
FY 2001: 1 grant for evauation

Data | ssues:

The project will be asked to develop an evauation framework, conduct a literature survey, develop a
listing of rurd projects from which to collect information, and prepare ameta-analysis of current
findings, both from the published and unpublished literature.

172



Goal 1V.A.1 Complete evaluation of Rural Telemedicine Grant Program and publish
findings.

Context:

Although tdehedlth technologies are hardly unique among hedlth services technologies in lacking
evidence of thelr effectiveness, increasingly patients, dinicians, hedth care facilities, and government
and private payers are asking for such evidence. As such, they chalenge agencies like HRSA to
carefully examine the practicality, value, and affordability of these technologies. Thisis epecidly true
with regard to underserved communities which can ill afford to invest in technologies thet are of little
vaue in improving health care services.

Indicators. Final report and papers submitted/accepted in refereed journds; preliminary reports
available both on the web and in print.

Performance:

In both the FY 2000 and FY 2001 budgets, two evaluations are supported -- a prospective study of
encountersin dl therura grantee projects, and ameta-andysis of findings from individud rura
telemedicine grant eva uation efforts. The encounter survey provides a potentia opportunity to
examine changes in programs over time, whereas the meta-anaysis provides away to synthesize
findings from individuad grantee evaduation efforts that have been underway since. These two sudies
will be supplemented by data collected in grantee progress reports.  The encounter survey was
origindly to be conducted in FY'99, but changesin the actud practice of telemedicine required a
complete revamping of the data collection forms, including the development of specia formsto
document menta hedlth and emergency medicd consultations, as well as consultations provided during
telemedicine “ specidty clinics” Asaresult, the OMB package for approval of the data collection
ingruments will not be submitted until Spring 2000. Thiswill dday data collection and the find report.
Data from the meta-analys's of grantee data, which was not included in the FY 99 Performance Plan,
will be availablein FY 2000.

FY 1999: Survey forms sgnificantly revised; new formsfor menta hedth, emergency
medicd, and specidty clinic services developed.

FY 2000: Survey formsto OMB for gpprovd; data collection on encounter study begun. Data
callection from meta-andys's completed and interim results available.

FY 2001: Data collection completed from encounter study and find report produced from both
encounter and meta analysis studies; 2 papers submitted for publication in refereed
journals.

Data | ssues:
Rapid changes in both the telecommunications and computer industries complicate the evauation of
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these technologies. Codts are rapidly decreasing as new agpplications for the technologies are
developed each day.

Goal 1V.A.2: Increasethe percent of HRSA granteesthat are electronically linked to
HRSA.

Context:

The explosion of technology, associated with computers and the Internet, as well as the advent of
increased wirdless communications, require development of new and more timely strategies for the
Agency to communicate with its grantees and congtituents. And perhgps even more important, the
Agency is concerned that without a concerted effort on its part, including investments, many of its
grantees will not have either the technica or fisca resources to invest in the technologies they need to
remain current in their fidlds. Thus the Agency developed the strategic god that by 2003, at least
75% of its grantees are eectronicaly linked to HRSA s0 asto be able to participate in distance
learning, tranamit medica data eectronicaly, and link their saff and patients with expertsin distant
communities.

Indicators; Number and percent of HRSA grantees that have videoconferencing capabilities.
Percent of HRSA granteesthat are linked to the Internet.

Performance:

Although severd indicators could have been chosen, we have sdlected videoconferencing capability as
an excdlent indicator of a grantees eectronic linkage capabilities. In particular, low cost desk-top
videoconferencing systems provide grantees with capabilities to more easly participate in arange of
distance learning, information sharing, and depending on the clinica service, Sgnificant exchange of
cinica information. In FY 1999, HRSA assessed the telecommunications and computer capabilities
of its current grantees. In brief, the assessment found that only 30% of HRSA grantees have
videoconferencing capabilitiesin ther facilities, dthough 83% had accessto the Internet. Given initid
results from the pilot study, it would seem feasible to initiate an investment strategy in FY 2000.

Under one scenario, grantees would use HRSA grant funds to purchase and ingtall the appropriate
equipment for connecting to the HRSA videoconferencing Network and the Internet. Acknowledging
HRSA'’ s different grant cycles, it is expected that, at aminimum, the target of 65% grantees
connected to the Network will be achievable by the end of FY 2001. Beginning in FY 2001,
assessments of grantee capabilities would be phased into the applications and progress reports
submitted under HRSA' s various grant programs.

Basdine (FY 1999):  35% have videoconferencing equipment; 83% connected to Internet
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FY 2000: 50% have videoconferencing equipment; 90% connected to Internet
FY 2001: 65% have videoconferencing; 100% connected to Internet

Data | ssues:

Assessing the extent to which HRSA grantees are linked eectronicaly isardaively smple exercise,
using assessment tools dready under development. The key data collection chalenge is capturing the
actual usage of the network since once in place, the network can and should be used to meet awide
range of communication needs, not just communication with HRSA. A possible indicator of use might
be the percent of HRSA grantees registered to participate over the Network in at least one HRSA-
sponsored distance learning or technical assstance activity quarterly. Another indicator would be the
percent of HRSA grantees that submit their progress reports eectronically.

175



TITLE X-FAMILY PLANNING

FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

The Title X program isthe only Federa program solely committed to reproductive hedth, with a
primary function of reducing unintended pregnancy through the provison of abroad range of effective
and acceptable family planning methods and services on avoluntary and confidentia bassto all
persons desiring such services. Other sources of funding supplement the Title X grant program to
support the total cost of client care. Altogether in 1998, Title X service grantees reported total
revenues of $708 million to support the provision of family planning services, serving 4.4 million dients.
Half of these funds come from federa sources, including federd grants (including 25 percent from Title
X grants) and Medicaid reimbursements. The remaining half of al revenues come other sources such
as state and loca funds, patients fees and third party collections. The digtribution by funding source
varies by regions.

The Title X program aso supports three key functions aimed at assgting clinicsin responding to clients
needs: (1) training for family planning dinic personnd through generd training programs, aswell as
training for clinicians; (2) information dissemination and community-based education and outresch
activities, and (3) research to improve the ddivery of family planning services.

The program is administered by the Office of Population Affairs (OPA) within the Office of Public
Hedth and Science (OPHS), dthough its budget line is located within the Health Resources and
Services Adminigration (HRSA) appropriation. Therefore, the OPA family planning program efforts
are reflected in two performance plans -- (1) generdly described inthe program office contributions
toward the priorities contained in the OPHS performance plan and (2) in the detalled program specific
mesasures contained in the HRSA-wide performance plan.

The program included in this section is.

231 TitleX - Family Planning
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FY 2001 Performance Plan,Revised Final FY 2000 Plan andFY 1999 Perfor mance Report

2.31 Program Title: Title X- Family Planning

Performance Goals Targets Actual Refer-
Performance ence
|. ELIMINATE Male Grants B244
BARRIERSTO CARE FY 01: 15 (revised) FY 01
A. Increase Utilization for FY 00: 15 (revised) FY 00:
Under served Populations FY 99 15 FY 99 15
1. I_ncrease the numba of EY 98 17
service demonstration grants
in the family planning program FY 97. 10
focusing on underserved Adolescent Grants
populations, including males, FY 01: 8 (revised) FY 0L
:goleecgnts, sub;t:gce FY 00: 8 (revised) FY 00:
poﬁ;(';?cer FY 99: 8 FY 99: 8
FY 98: 15
FY 97: 10
Substance Abuse Grants
Fy 01 3 FY 0L
FY 00: 1 (revised) FY 00:
FY 99: 1 FY 99: 1
Incarcerated Grants
FY 01: 6 (revised) FY OL:
FY 00: 3 (revised) FY 00:
Fy 99: 3 FY 99: 3
Fy 98: 1
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Performance Goals Targets Actual Refer-
Performance ence
C. Focus on Target FY 01: 5.75 million FY OL: B244
Population FY 00: 5.25 FY 00:
1. Increase the number of FY 99: 6.0 FY 99: 5.0M est.
individuals served by Title X (11/00)
clinics. FY 98: 4.283
FY 97: 4.362

FY 95: 4.400 million

IV.IMPROVE PUBLIC
HEALTH AND HEALTH
CARE SYSTEMS

B. Promote Education and
Training of the Public
Health Workforce

1. Improve skill leve of al
clinic personnel through
continuing education

FY 01: 21,000 trained
FY 00: 21,000
FY 99: 21,000

B244

FY 0L
FY 00:
FY 99
FY 98: 21,000

Total Funding: Family
Planning

($in 000's)

FY 2001: $273,932
FY 2000: $238, 932
FY 1999: $214,932
FY 1998: $202,903

B x: page # budget
HP: Heslthy People goa

2.31.1 Program Description, Context and Summary of Performance

The Title X program isthe only Federd program solely dedicated to family planning and reproductive
hedlth with a mandate to provide “a broad range of acceptable and effective family planning methods
and services” The program supports a nationwide network of over 4,600 clinics and provides
reproductive health services to approximately 4.4 million persons each year. In addition to
contraceptive services, Title X aso supports a broad range of prevention-oriented reproductive hedlth
care activities, including counsding, routine gynecologicd care, hypertension screening, reproductive
cancer screening, and testing and treatment for sexually transmitted diseases.

Title X service funds are dlocated to the ten DHHS Regiond Offices which, in turn, manage the
competitive review process, make grant awards and monitor program performance. 1n 1999, eighty-
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three sarvice grantees, including States, family planning councils, Planned Parenthood affiliates and
other public and private entities provided comprehengve family planning and reproductive hedth
sarvices to a nationwide network of clinics. Forty-nine grantees are State or loca hedth departments.

The Title X program aso supports three key functions aimed at asssting clinicsin responding to client
needs: (1) training for family planning clinic personnd through programs in each of the ten DHHS
regions, as wdl training programs focused on hedth practitioners; (2) information dissemination and
community-based education and outreach activities, and (3) research to improve the delivery of family
planning services.

The program enacted in 1970 as a response to socioeconomic disparitiesin unintended pregnancy,
gives priority to low-income persons and is based on principles of voluntariness and
comprehensiveness. Title X-funded services, available regardiess of ahility to pay, help ensure access
to necessary reproductive hedth care for poor and low-income persons, a population which is
disproportionately composed of racia and ethnic minorities. Title X has also long served as an entry
point into the hedth care system, as well as a source of primary hedlth care services, for this
populaion. Additiondly, the sexudity and contraceptive counsding and services avallablein dl Title
X funded clinic settings promote responsible sexual behaviors, aswell as help couples space births and
plan intended pregnancies, an important element in ensuring positive birth outcomes and a hedlthy start
for infants.

In FY 2001 the program is committed to improving and expanding service ddlivery for its target
population, addressing HIV prevention among women, and increasing utilization of servicesfor
underserved populaions. An increasing demand for subsidized reproductive hedth services, coupled
with advancing technologies require substantia Title X service expansion if the program isto remain
accessible and maintain high sandards of care. In addition, Title X serves a population & increasing
risk for HIV infection -- young, low-income and minority women. The program dready has both the
cinica facility and focus necessary to ddiver effective HIV prevention services and it isimperative that
aconcerted prevention effort in this area be undertaken. Findly, socid and cultura barrier to
reproductive hedlth services ill exist for many populations. Title X currently has a number of
initiatives in place to reach these underserved groups and plans to continue to expand them.

The Title X family planning program worksin partnership with a variety of Federd and externd
partners, including State and local governments, nationd professiond organizations, community-based
organizations, and minority organizations. Collaboration will continue as we continue to work with
exiging partners and pursue new linkages. Examples of family planning partnerships include:

. Ongoing collaborative efforts with CDC in regiond infertility prevention projects and HIV
training in family planning dinics
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. Membership in the STD Prevention Partnership, a public-private consortium, managed
through CDC.

. Sponsorship of activities with crosscutting benefits such as funding for and andysis of data
from the Nationa Survey of Family Growth (NCHS/CDC), the Nationd Survey of
Adolescent Maes (Urban Ingtitute) and the ADD Hedth Survey (NICHD/NIH).

. Projects with community-based organizations to examine ways in which to ddliver
reproductive health services to adolescent and young men.

. A partnership with the Bureau of Prisons, DOJ, to develop a pre-release videotape on hedlth
issues, including reproductive hedlth, for individuas re-entering the community.

. Contributing partner to the SAMHSA nationa conference on women which brings together
multiple disciplines to promote the health and well-being of women affected by substance
abuse and mentd illness.

2.31.2 Goal-by-Goal Presentation of Performance

Goal I.A.1 Increasethe number of service demonstration modelsin the family planning
program focusing on under served populationsincluding males, adolescents, substance
abuser s, incar cer ated populations and the homeless.

Context:

Evenif dl clientswereinsured, socid and culturd barriers to accessing services il exist for many
populations. These underserved populations include males, adolescents, substance abusers, the
homeless and incarcerated persons. The Title X program will continue and expand its ongoing efforts
to increase utilization of services for maes and adolescents, as wdl as to begin new efforts on behaf of
other populations, including substance abusers, the homeless and incarcerated populations. In FY
2001, the OPA plansto further expand this effort through targeted emphasis on underserved
populations.

Maes— Thefamily planning program is committed to increasing services to males, emphasizing
shared respongibility for preventing unintended pregnancy and STD/HIV infection. Title X isrequired,
by statute, to provide reproductive hedlth services to al persons who desire them; service data
congstently show that only 2 percent of persons receiving Title X services are mae. One important
reason for thisfailure to recruit and serve maes, despite growing a consensus that it is essentid to do
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90, isthe fact that reproductive hedth services have been traditionally targeted to women and it has
been extraordinarily difficult to draw men into the clinica setting. In responseto this, in FY 1998, a
total of 17 community-based organizations, dready providing avariety of servicesto mdes, have
been funded through the Title X program to examine ways to ddiver reproductive heath education
and services to adolescent and young men.

Adolescents— The Title X program intends to place increased emphasi's on services to adolescents,
including education and counseling to postpone initiation of sexua activity and more accessible
provison of contraceptive counsdling and services for those who are dready sexudly active. Title X,
through both statute and regulation, iswell placed to provide these services. The program is required
to provide comprehensive reproductive health services to all persons who desire them; there are no
regtrictions by age or by type of service. Currently, approximately 30 percent of those receiving
savicesin Title X dinics are lessthan 20 years of age-most are dready sexualy active and are thus
recaiving family planning counsdling and sarvices.  Thereis ill, however, alarge ssgment of the
adolescent population who are either not yet sexudly active and could benefit from counseling to
continue postponing sexua activity, or who have recently become sexually active and need counsdling
and sarvices to prevent unintended pregnancy and STD/HIV infection.

Substance Abuse, Homeless and Incarcerated Populations — Other underserved populations to be
addressed include substance abusers and homeless and incarcerated persons. In finding effective
ways to overcome barriers to services experienced by these multi-problem clients, the Title X program
will research and develop focused information and education materials, communication and outreach
drategies specific to targeted populations, ways to meet unique service ddlivery requirements, and
opportunities for partnerships with entities that have related interests and that work with smilar
populations.

Performance:

OPA and regiond reports indicate that the number of hard to reach grants has remained fairly
constant. The targets for male, adolescent and substance abuse projects have been revised to reflect
actual grants, rather then project activities. The measure for homeless projects has been deleted since
these are project efforts conducted as part of ongoing service grants, and are not identifiable asa
distinct specia population grant. The program is planning to expand on these ongoing efforts to serve
male and adolescents. and to begin new efforts with other hard-to-reach

populations.  The number of grants number of grantsis expected to remain constant, but the number
of hard-to-reach projects is expected to increase (grantees may have multiple subcontractors or
projects).

Indicator: Number of service demongtration models focusing on underserved populations, including
male, adolescents, substance abusers, incarcerated and homeless.
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Data | ssues:

Information was gathered by areview of grants funded by the Office of Population Affairs and by
direct inquiry to the regiond offices. With the expansion of specid projects, the Title X program
intends to develop more specific measures other than just the number of grants. The program will be
exploring mechanisms for obtaining more uniform and detailed information about the types of services
provided in these specid grants, aswell asthe clients served.

Goal 1.C.1 Increasethe number of individuals served by Title X programs. (Basdline: 4.4
million women served in FY 1995).

Context:

The fundamenta purpose of the Title X program is to provide reproductive hedth education and
sarvicesto dl personswho desrethem.  Substantial service expanson is necessary if the program is
to remain accessible to increased numbers of clients and maintain its high sandards of care, aswell as
cope with therising costs of providing services. Other sources of revenue supplement the Title X
grant program to support the total cost of client care. Nationdly, haf of these revenues come from
federa grants (25% from Title X) and Medicaid. The other haf of al family planning revenue comes
from State and local sources, patient fees and private insurance. To increase the number of individuas
served, it isessentiad that Title X program continue to partner with other funding sources in order to
support the overal cost of client care.

Title X family planning providers continue to struggle to provide qudity contraceptive and reproductive
hedlth care to as many people as possible, and severd sgnificant factors have played arolein the
congtant levels of clients reported served in the program. As the population needing subsidized
reproductive hedth care expands, due in part to the growing number without public or private hedth
insurance coverage, demand for Title X services has dso increased. These services are provided
without regard to an individud’ s ability to pay, and if the person’sincomeis below the poverty levd,
the sarvices are free of charge. Therdativey high —and increasing — cost of the mogt effective
contraceptives, particularly hormona implants and injectables, impacts on the program’ s ability to
expand services to more dlients. These methods are extremdy effective but have high up-front costs
as compared to ord contraceptives. Providing one woman with an injectable for ayear ismore
expendve than providing three women with an annua supply of ord contraceptives — making it difficult
to accommodate new clients. The higher cost for skilled personnel and advanced diagnostic
technologies dso contribute to the increase in the overdl cost of providing services. Therisng cogts
of pap smears and improved STD screening and detection techniques make it difficult to provide such
sarvicesto dl clients.

Performance:
For the basdline year 1995, Title X reported serving 4.4 million persons. 1997 and 1998 data from
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the Family Planning Annuad Report (FPAR) show the overdl level of family planning users remaning
congtant. 1999 data on family planning users will be available in the Fall, 2000. The estimated targets
have been revised to reflect more redidticdly the fact that the overdl number of clients nationwide has
remained stable in recent years and is not expected to increase without targeted resources. The FY 00
target is based on anew projected FY 99 performance of 5.0 million. The program has received a
subgtantia increase of $25 million in FY 2000 with the god of serving subgtantialy increased numbers
of clients. For thisgod to be meet it is essentid that Title X family planning programs continue to
partner with other funding sources in order to support the overdl cost of client care.

Badine FY 1995: 4,400,686
FY 1996: 4,451,151
FY 1997: 4,362,520
FY 1998: 4,283,559
FY 1999: 6.0 million* (est. 5.0 M)
FY 2000: 5.25 million* (Revised from 6.5 million)
FY 2001: 5.75 million

Data | ssues:

Conddering the increased demand for Title X subsidized services, the characterigtics of the
populations most in need of services dn the increasing codts for providing those services, it is becoming
quite clear that measuring program performance on client counts aone is not adequate. Thus, the
program will be considering revigiting the program gods, as well as revisons to the data collection
system to capture better program information.

Goal 1V.B.1 Improveskillslevel of all clinic personnel through continuing education.

Context:

Conggent with its mandate, Title X supports training programs designed to enhance the quality of
family planning services providers. The program supports two types of training activities: (1) support
for generd training and specidized technicd assstance available to dl family planning personnel
assisgance and (2) training specificaly designed for clinica personnd.

Since the early 1970s, the Title X program has supported certificate nurse practitioner programs to
prepare registered professond nursesin Title X agencies. However, severd changes have resulted in
ashift in the program’ s gpproach to training clinical providers for the Title X sysem. Given the
declining number of applicants for Title X nurse practitioner training over the padt five years, and the
fact that States moving toward requiring a masters degree for nurse practitioner practice, certificate
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training of nurse practitionersfor Title X agencies will no longer be aviable option. 1n recognition of
these changes, and in an effort to maintain and enhance the qudity of family planning service ddivery in
the Title X system, the traditiona nurse practitioner training is being phased out and replaced with a
program of specidty training. The pecidity training will provide in-depth family planning and
women's hedth information and clinical training to a broader range of hedth care providers (such as
madters prepared family or adult nurse practitioners, physicians assistants, Doctors of Medicine or
Doctors of Osteopathy). Asthe nurse practitioner training phases out and the specidty training
programs begin implementation, we will be better able to assess the number of speciadty courses
offered, the content of that training, and the numbers and types of providers being trained.

Performance:
For FY 1999 and FY 2000, no increase was projected in the number of clinical personndl to receive
training, based on a shift in training priorities. Additiona emphassis being placed on training around
electronic technology and distance learning which will require specidized training techniques. Reports
from the regiond offices show that the numbers of traineesis remaining relaively congtant.

FY 1998: 21,000 clinic personnel obtained training

FY 1999: 21,000

FY 2000: 21,000

FY 2001: 21,000 target

Indicator: The number of individuds participating in Title X generd training programs.

Data | ssues:

Both the generd training and the nurse practitioner training programs are undergoing changes which
will affect our ability to measure thisgod. In order to more efficiently address the changein training
needs for each individua region, the we recently shifted adminigration of the Title X generd training
grants from OPA to the regiond offices.

Data Collection and Validation:
C Number of Title X Service Clients— Family Planning Annual Report

All service grantees receiving funding under the Title services program are required to submit
annud data on the number of family planning users by selected demographic characterigtics,
contraceptive method adopted or used at the time of last visit, number of Pap smears, breast
exams and STD tedts, gaffing profiles, and funding sources. The responsibility for the
collection and tabulation of annud service data from Title X grantees rests with the Office of
Population Affairs, which is responsible for the adminigtration of the program. Reports are
submitted annualy on a caendar year basis (January 1 - December 31) to the regiona offices.
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Grantees reports are tabulated and an annua report prepared summarizing the regiond and
nationa data. The annud reports present information on the methodology used both in
collection and tabulation of grantee reports, as well as the definitions developed and provided
by OPA to the grantees for use in completing data requests. In the 1998, nationd totals and
regiona highlights are discussed and, in some cases, trends between 1995 and 1998 are
mentioned. Also included in the report are lengthy notes that provide detail regarding
discrepancies between what OPA requested and what individud grantees were able to
provide. All datainconsstencies and their resolution are noted in an appendix to the report.
These are included for two reasons. (1) to explain how adjustments were made to the data,
and how discrepancies affect the andysis and (2) to identify the problems grantees havein
collecting and reporting the requested in hope of improving the process.
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HEALTH CARE ACCESS FOR THE UNINSURED

FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.32 Program Title: Health Care Accessfor the Uninsured

Performance Goals

Targets

Actual
Performance

Refe-
renc

I. ELIMINATE
BARRIERS TO CARE

A. Increase Utilization for
Under served Populations

1. Increase the number of
new integrated health services
networks that are providing
care using report card
information to integrate and
improve health services for
the uninsured.

FY 01: Developmental
FY 00: Developmental
FY 99: NA

FYy 01:
FY 00:
FY 99: NA

B248

2. Increase the number of
uninsured people receiving
primary care, mental health,
substance abuse and other
health services and expand the
number of services supported.

FY 01: Developmental
FY 00: Developmental
FY 99: NA

FY 0O1:
FY 00:
FY 99: NA

B248

1. ASSURE QUALITY
OF CARE

A. Promote
Appropriateness of Care

1. Reduce, where appropriate,
hospital admissions for
ambulatory-sensitive
conditions for uninsured
people living in project service
areas.

FY 01: Developmental
FY 00: Developmental
FY 99: NA

FY 0O1:
FY 00:
FY 99: NA

B248
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Performance Goals Targets Actual Refe-

Performance renc
e
Total Funding: Health Care FY 2001:$ 125,000 B x: page # budget
Access for the Uninsured FY 2000: $ 40,000 HP: Healthy People godl
($in 000's) FY 1999: --
FY 1998. --

2.32.1 Program Description, Context and Summary of Performance

The Hedlth Care Access for the Uninsured program is anew program in FY 2000 and is expanded in
the FY 2001 budget. This program consists of two components designed to address the problem of
uninsured individuds:

C Community Access Program: Designed to increase the capacity and effectiveness of the Nation's
variety of community heath care indtitutions and providers who serve patients regardless of their
ability to pay ($25 millionin FY 2000; $125 million in FY 2001).

C State-Based Program: Supports grants to States to develop designs for providing access to health
insurance coverage to dl residents of the State ($15 million in FY 2000).

Community Access Program These fundswill enable public, private, and non-profit hedlth entities to
assi s safety-net providers develop and expand integrated systems of care and address service gaps
within such integrated systems with afocus on primary care, menta health services and substance
abuse sarvices. This competitive grant program is a multi-year initiative designed to increase the
capacity and effectiveness of the nation’s hedlth care safety-net, those hedlth care ingtitutions and
providers who serve patients regardless of their ability to pay. In FY 2000, $25 million will enable
public, private and nonprofit entities to assst safety net providers expand integrated systems and fill
services ggps. The grant program’s overdl god is to assure that more uninsured people receive
needed care with afocus on primary care and behaviora hedth services, the care recelved is of higher
qudlity, and the uninsured are served by providers who participate in accountable health systems.

Grantswill provide funds to public and private entities to enhance the ability of safety-net providersto
offer comprehensive, coordinated hedlth care to a greater number of uninsured people. Funds will be
avalable: (1) to assst safety-net providers to develop and expand integrated systems of care; and (2)
within such integrated systems, to address service gaps, with afocus on primary care, menta health
services and substance abuse services, with the result that more uninsured individuas will have access
to a continuum of core health care services.
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Grants under thisinitiative will support:

* development or enhancement of networks or other coordinated arrangements to provide more
comprehensive care to low income uninsured individuas,

C design and establishment of the infrastructure necessary to participate in networks or other
coordinated arrangements, including assistance with the establishment of financid systems, patient
tracking and other computer systems, and tel ecommunications Systems necessary to appropriately
monitor and manage patient needs and to alow safety net providers to compete in the changing
market and participate more effectively in commercia and Medicaid managed care plans, and

» financing additiona core hedth services and serving additiona uninsured people within integrated
systems of care, addressing service gaps identified at theloca level.

State-Based Program: FY 2000 funding of $15,000,000 will support up to 10 new grantsto States
that have developed designs for providing access to health insurance coverage. Funds will be used to
conduct in-depth surveys and other activities necessary to determining the most effective methods of
providing insurance coverage for the uninsured. States will submit reports to the Secretary that
identify the characterigtics of the uninsured within the State and gpproaches for providing them with
hedlth coverage through an expanded State, Federa and private partnership.

2.32.2 Goal-by-Goal Presentation of Performance

Context:

Community Access Program: The number of uninsured continuesto grow. While the State Children’s
Hedth Insurance Program offers new opportunities for uninsured children, alarge number of adults,
roughly 32 million, are uninsured, and of these about 17 million have incomes below 200 percent of
the Federd Poverty Leve. The burden of care for the low-income uninsured fals disproportionately
on safety net providers. At the sametime, these providers have had to adjust to the rapid growth of
managed care in both private and public insurance programs.

Approaches for improving hedth services for the uninsured have been developed in anumber of
communities. While they differ in scope and design, they share the common themes of expanding
access to acomprehensve range of services, shifting the focus of care to more efficient settings and
emphasizing primary care, and building integrated networks of providers. This program is designed to
foster such community-based approaches.

Performance:

In FY 2000, the first year of the program, fundswill be used for 10-20 grants for infrastructure
development primarily in locations which have dready begun organized community-based efforts to
coordinate services provided to the uninsured. A small percentage of funding may be devoted to
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service delivery at these or other Sites where coordinated systems are being developed. In FY 2001,
$125 million is requested. This new funding will support continuation

funding at theinitid 10-20 Stes, where funds will be used primarily for filling service gaps, and for 40-
60 new dteswhereinitid funding will be used largdly for systlem devel opmen.

Three developmenta gods have been identified. Over the first year of the program, efforts will focus
on identifying data sources, and determining the extent to which these god's can be tracked based on

applicant reporting.

Goal I.A.1: Increasethe number of new integrated health services networksthat are
providing careusing report card information to integrate and improve health servicesfor the
uninsured.

Goal I.A.2: Increase the number of uninsured peoplereceving primary care, mental health,
substance abuse and other health services and expand the number of services supported.

Goal 111.A.1: Reduce, where appropriate, hospital admissionsfor ambulatory care-sensitive
conditionsfor uninsured peopleliving in project service areas.
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PROGRAM MANAGEMENT

FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Plan

2.33 Program Title: Program Management

Performance Goals Targets Actual Refer-
Performance ence
IV.IMPROVE PUBLIC B241
HEALTH AND HEALTH
CARE SYSTEMS
A. Improve I nformation
Development and _ o ‘
Bresolanien FY 01: Clean op!n!on FY 01: Report 3/02
1. Financia Statements: FY 00: Clean opinion FY 00: Report 3/01
Obtain a clean audit opinion FY 99: Clean opinion FY 99: Report 3/00
for HRSA. FY 98: 4 material
weaknesses; 10
reportable conditions
2. Information Technology FY 01: 100 users FY 01 B241
Management: Improve EY 00: 60 FY 00:
Accessihility to the HRSA
FY 99: 1
Data Warehouse. 9910
FY 98: 10 users
C. Promote Systems and B241
Infrastructure
Development EY 01: NA FY OL:
1. Assure that all HRSA FY 00: 14 FY 00:
Systems are Y ear 2000 _ _
compliant. FY 99: 18 FY 99: 14 systems
FY 98: 15 systems
2. Information Technology FY 01: Developmenta FY 01: B241
Management: Ensure Critical EY 00:
Infrastructure Protection. FY 99:

(Developmental)
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Performance Goals Targets Actual Refer-

Performance ence
Total Funding: Program FY 2001:$124,353 B x: page # budget
M anagement FY 2000: 124,766 HP: Heslthy People goa

($in 000's) FY 1999: 118,712
FY 1998: 114,059

2.33.1 Program Description, Context and Summary of Performance

The Health Resources and Services Adminisiration Program Management activity is the primary
support mechanism for the Agency that provides nationa leadership in hedlth care and public hedth by
assuring qudity hedlth care to underserved and vulnerable populations and promoting primary care
education and practice. Program Management supports staff to plan, direct, administer, and provide
technica assstance and program guidance to clients of most of the Agency’s programs. Specificdly
addressed are preparation of financia statements, information management and employee
development.

Preparation of Financia Statements: The management of the Hedlth Resources and Services
Adminigration is responsible for complying with laws and regulations applicable to HRSA. Among
these are the provisons of the Chief Financid Officers Act which mandate that the Department
prepare an annud accountability report on its performance and financid integrity. The basis for the
HRSA accountability report is an annud audit of the Agency’ s financid status by a commercid public
accounting firm. The HRSA Chief Financial Officer’s Annual Report is prepared for submission by
March 1 of each year for the previousfiscd year by the Divison of Financid Management, Office of
Management and Program Support with the assistance of the Division of Financia Operations,
Program Support Center which provides accounting servicesto HRSA.

Information Technology Management: (1) provides advice and ass stance to the Administrator and
other senior management personned to ensure that information technology is acquired and information
resources are managed in a manner that implements the policies and procedures of the Clinger-Cohen
Act and the priorities established by the Secretary; (2) develops, maintains, and facilitates the
implementation of a sound and integrated information technology architecture for the agency; and (3)
promotes the effective and efficient design and operation of dl mgor information resources
management processes for the agency, including improvements to work processes of the agency.

Qudity of Work Life (QWL) Initiatives HRSA’s plan is divided into three (3) sections Employee
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Development; Employee Hedth and Fitness, Workplace Improvement. To implement the plan,
HRSA has gppointed a 23-member QWL Implementation Team, with representation from
headquarters and the fidld. The work of the Implementation Team is conducted within 3 sub-groups,
which focus on the 3 subject areas. A mgor focusis on increasing investment in workplace learning.
Through the HRSA Career Resources Center, employees have access to workshops, printed
materias and computer programs which increase their participation in workplace learning. The CRC
gaff is continuing to develop workshops to address the issues identified in the Training Needs
Assessment, including leadership, coaching, time management, and mentoring. Through a contract with
Loyola College, HRSA gives employees the opportunity to participate in classroom ingtruction
designed to enhance their job skills and knowledge. HRSA is aso offering a number of specid
opportunities across the Agency including Master of Business Adminigtration (MBA) programs and
women'’ s leadership programs.

2.33.2 Goal-by Goal Presentation of Performance

Goal IV.A.1L: Financial Statements. Obtain a clean audit opinion for HRSA.

Context:

During FY 2001, the Health Resources and Services Adminigtration (HRSA) plans to obtain aclean
audit opinion cons stent with the objectives of the Department of Health and Human Services and the
President and in accordance with the Chief Financid Officers Act. The annud audit helps ensure the
integrity of the Agency’sfinancid systems and the rdliahility of the financid data provided to HRSA by
the Program Support Center (PSC). HRSA continues to be committed to providing accurate,
comprehengve information for Federd policy and program decisons.

Aswith any business or government enterprise, ddivery of an audit report which istimey and
completeisacrucid part of the management information system and an important tool for the direction
and implementation of programs. Achievement of a clean audit opinion indicates that the Agency and
its accounting service provider (the PSC) have attained a high leve of accuracy and reportability in
financia records and controls. This achievement provides a solid, rational basis for policy and budget
decisons by the Executive Branch and the Congress. Financia Management datais provided by the
Divison of Financid Management

Performance:

Basdine: Thefull, independent audit of HRSA for fiscal year (FY) 1998 was conducted by Clifton
Gunderson L.L.C., Certified Public Accountants and Consultants under contract to the Office of the
Inspector Generd. The auditors reported no qualifications to their audit opinion, 4 materia
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weaknesses, and 10 reportable conditions. All of the materia weaknesses and most of the reportable
conditions were related to the systems and processes the PSC utilizes in providing accounting services
to HRSA.

Actud: the FY 1999 audit was initiated with an audit entrance conference on June 2, 1999. Audit
activities commence later in June and proceed to preliminary findingsin December 1999. The HRSA
Chief Financial Officer’s Annual Report for FY 1999 will be submitted by March 2000 for
incorporation in the DHHS Accountability Report: Fiscal Year 1999.

During the course of the FY 1999 audit HRSA worked closdy with the PSC to improve, enhance and
correct those accounting, data and procedura eementswhich led to material weaknesses and
reportable conditions in previous audits. One adjustment has been to stagger the scheduling of the
HRSA audit from the audits of other OPDIV's provided accounting services by the PSC in order to
assure that both the PSC financid operations staff and the auditors have sufficient time and human
resources to throughly investigate and examine dl relevant data and accounts. HRSA tracks the
progress of the audit through the assgnment of a Divison of Financid Management staff member to
provide oversight in frequent scheduled and ad hoc meetings and reviews.

Planned: The Secretary has declared the achievement of an unqudified audit as an objective for the
Department congstent with goal's expressed by the President and the Office of Management and
Budget. Thissmilar performance objective of HRSA is supportive of the Secretary’ s intent and will
provide management and policy officids with accurate, comprehensive information on which to base
funding and operating decisons. The objective will aso lead to improvementsin HRSA' s accounting
and other financid systems and to improvements in the quaity of such services provided to the Agency
by the PSC.

| nformation Technoloqy:

GOAL IV.A.2: Information Technology M anagement: I mprove Accessibility to the HRSA
Data Warehouse

During FY 2001, HRSA plans to establish agency-wide, desktop-access to the Data Warehouse.
The Data Warehouse includes vauable information obtained from HRSA grant programs, U.S.
Census Bureau, and other hedth-rdated and atistica data (such as the American Medicd
Association, American Association of Nursing, etc.). Accessis defined to include the entire staff of
HRSA employeesthat are required to perform data manipulations and have been granted the
gppropriate data access rights. The mechanism for providing access to the Data Warehouse will likely
be the internet or intranet.
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The Data Warehouse supplies an agency-wide information architecture that integrates program data
into awarehouse dructure. “Datawarehousing” is defined as an essentid set of enabling information
systems through which to achieve key business objectives.

By diminating duplicate data collection and vdidation efforts among individua offices, divisons, and
bureaus, the centralized Data Warehouse has provided a cost-effective, value-added contribution to
the HRSA enterprise. The Data Warehouse will work better and cost lessif HRSA employees
collaborate effectively and share information. The broader the scope of information sharing, the
greater the benefits will be.

Improve Accessibility to the HRSA Data War ehouse I

Measure Type Baseline | Planned Planned (FY'01)
FY’'99 (FY*00)

Universal accessto the Data Process 10 users 60 users 100 users

Warehouse for HRSA employees Full utilization of
identified HRSA
employess (i.e,

those staff granted
authority to access

the datgg

GOAL 1V.C.1: Asaurethat all HRSA Systemsare Year 2000 compliant.

Context:

HRSA redizesthat it must ensure the availability of the servicesit provides by putting in place an
operating infrastructure that adequately facilitates its misson and that remains operationd in the event
of unexpected catastrophes. Onethreset to the I T indallationsisthe Y ear 2000-induced failures that
could interrupt the operations of misson-critica systems and core business processes.

HRSA has completed Independent Vdidation and Verification (IV& V) testing of five misson critica
systems. Organ Procurement Transplantation Program, BCHDANet, National Practitioner Data Bank,
Hedlth Education Assistance Loan Program, and the Grants Electronic Management System.
Additiondly, HRSA deve oped business continuity and contingency plans and Day One response
plans to ensure that the core business processes and mission critical systems remained operational on
January 2, 2000.
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Additiondly, HRSA completed the testing of al web servers, network servers, and Locd Area
Networks (LANS). Serversthat were found to be non-compliant with Y 2K standards were replaced
or gppropriately repaired. Other shared resources such as power, communications, infrastructure, and
facility equipment (elevators, HVAC, etc.) are the primary responsbility of the Program Support
Center (PSC).

Performance:

Overdl, HRSA systems performed properly after December 31, 1999.
FY 99: 18 systems* (For FY 99, amore current etimate is 14)

FY 00: 18 systems* (Revised to 14)

FY 01: NA
* Revisons
FY FY FY 2000
1998 1999 Planned
Mission Criticd Sysemsthat are | 3 5 5
Compliant
Non-Misson Critical Systems 12 o* 9
that are Compliant
Tota Compliant Systems 15 14 14

* In FY' 99, several non-mission
critical systemswere retired and
are not included in the above
FY 99 reporting

GOAL 1V.C.2: Information Technology Management: Ensure Critical Infrastructure
Protection (Developmental)

Context:

Asaresult of advancesin information technology, HRSA has grown increasingly reliant upon critica
infrastructures and cyber-based information systems. The growing dependency on web-based
information exchange and enterprise gpplications results in the exposure of criticd HRSA
infragtructures to new vulnerabilities. By Fiscd Year 2001, the Office of Information Technology
(OIT) plansto reduce the vulnerability of critical HRSA infrastructures by conducting periodic
penetration testing and vulnerability scanning of specific systems, establish incident detection
requirements and reporting procedures, conduct security awareness and training programsfor I T
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professondss, senior management, and end-users, and deploy intrusion detection systems.

Ensure Critical Infrastructure Protection I

Measure Basdline Planned
FY’'01
Reduce the number of security violations TBD Ten percent (10%) reduction (from
that create amgjor risk to the HRSA the previous year) in the number of
technicd infrastructure major security violations to the HRSA
infrastructure
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APPENDIX TO THE PERFORMANCE PLAN

A.1 Approach to Performance M easur ement

HRSA has made a strong effort to build a performance management gpproach into the way it
conductsitsbusness. The agency structured the development of its internd strategic planning process
to be congstent with the requirements of the Government Performance and Results Act (GPRA). The
gods developed in the process have guided the development of our Annuad Performance Plans. This
Annua Performance Plan includesa FY 2001 Plan, aFY 2000 Find Plan and the FY 1999
Performance Report.

HRSA initiated its GPRA performance measurement effort with an assessment of dl programs and
their readiness for measuring performance, beginning with the GPRA requirements as the basis for the
review. The Agency, usng each mgor program budget line:

C  Identified both strengths and weaknesses in terms of ability to measure performance.

C  Assessed the current availability of indicators and data that can be used to ensure effective
management of resources.

C  Identified key areas where developmenta activities are needed and have channeled agency
resources to these aress.

The agency outlined the centra assessment question of organizationd performance:

Can this organization, with a given set of resources, through a series of actions and
decisions, produce outputs that have the desired effects and outcomes to benefit those it
serves?

Technical assstance has been provided to each of the operating components to enhance ability to
define performance goals and measures. For the FY 2001 budget, Annua Performance Plans are
included for al mgor program activities.
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The Essentid Performance Question

Can this ...with these ...through these ...yielding these ...have these ...for these
organizatio resources... actions, processes products... effects... people?
n and decisions...
HHS Legidative Data Collection Service Ddlivery Accessto Vulnerable
Authority Care Populations
HRSA Research/ Training
Budget Analysis Improved Medically
4 Bureaus Authority Technica Utiliz-ation Underserved
Problem/Needs Assistance _
S . A Py
Demonstrations/Ex Quality
Activit-ies Equipment/ Methods periments . .
Supplies Development Lower Children with
Knowledgel Mortality/ Special Health
. . Morbidity Care Needs
Information and Standard Setting Awareness
Data Systems
eased Li Personsin
Grant-making Skill/Capacity Incr Life
Expectmcy BOI’der
Communities
Contract Awards Guiddines
Improved
Health Status
Program
Coordination
Organization Input Process Output Outcome Customers

Levd

The plan contains amix of process, output, and outcome indicators. Basic digtinctions among these
are asfollows:

C  Process: A program’sinternd activities (e.g., training approach used).

C  Output: A program’sdirect products or services (e.g., number of people provided health
sarvices, number of people trained), including product/service characterigtics such as timeliness,
qudity and efficiency.

C  Outcome: Resllts of program output (e.g., changesin hedth status, mortaity or morbidity).
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Although the ultimate target is to produce outcome-oriented performance goas, Since these are the
desired indicators of program results, it should be recognized that output and process measures are
aso important and frequently the most redlitic indicators of performance. They are often the only
indicators currently available on an annud basis and reflect the level of control an agency can bring to
bear through particular programs. HRSA will work to increase the use of outcome measures and to
demondtrate the relationship between its process/output measures and the desired outcomes.

Throughout the HRSA plan, there are performance gods of each of these types. Within the Materna
and Child Hedlth program, for example, outcome measures are emphasized. Datawill be collected on
core performance measures from al States, including tracking of the infant mortdity rate and the
disparity between the black and white infant mortdity rate. The Bureau of Health Professons has
developed a Comprehensgve Performance Monitoring System which will begin to capture common
activities across its programs and to measure the aggregate effects of grantee achievements. An
example of such a cross-cutting god isto increase the number of graduates and/or program
completers who enter practice in underserved aress.

Data Verification and Validation | ssues;

General

There are numerous concerns about the availability and cost of data to measure performance and
results. Data systems often have been initiated to measure the results of individud programs, usudly as
alegidated requirement. Many programs target the same populations within and outside of HRSA, so
there is the potentid for individua programs trying to obtain different information, in different formats
and a different times, from the same source, thereby increasing the reporting burden at the grantee
leve.

Because HRSA programs are generdly carried out by grantees at the State and local level, who often
use subgrantees or contractors to perform the work, the system is not structured to produce a routine
flow of data on grantee performance and outputs. HRSA isworking to establish useful and efficient
systems for gathering performance and accountability information. Another data issue is the competing
need to collect essentia performance measurement information while, a the same time, attempting to
meet the requirements of the Paperwork Reduction Act which aims to reduce the reporting burden
associated with participation in Federd programs. These competing needs at times are difficult to
resolve. Thisvariety of dataissues will continue to be addressed as we proceed with the devel opment
of our performance measurement strategy.
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It isclear that additiond effort is needed to move toward increased use of common, structured, and
standardized data Strategies to carry out an effective system of performance measurement. A good
ded of work has dready been initiated in this area.

Primary Care
(Bureau of Primary Health Care)

A. General Description of the Sour ces/Systems

In order to prepare for the implementation of GPRA, severd years ago the Bureau of Primary Hedlth
Careinitiated athree-part data and evaluation strategy. Firdt, a Uniform Data System (UDS) was
developed and implemented to collect aggregate administrative, demographic, financia, and utilization
data annudly from each organization receiving support. This system, which combined five previoudy
separate reporting formats, isin its fourth year of operation providing standardized information across
al granteesfor dl years.

The Bureau' s second part of its data and evauation strategy uses surveys (User Vidts Surveys) of a
representative sample of health center users and provider visits developed in collaboration with the
Nationd Center for Hedth Statistics. These surveys provide in depth information on individuads and
the care they receive based on and comparable to the Nationa Hedlth Interview Survey (NHIS) and
the National Hospital Ambulatory Medica Care Survey, (NHAMCY), respectively. The use of
ingruments from aready established surveys assures the collection of rdiable and comparable data on
hedlth center users. Nationd results are used as benchmarks of program performance. This survey
will be conducted again in FY 2000 and will be expanded to include Sites at which Nationa Health
Service Corps (NHSC) clinicians serve.

Third, BPHC reoriented its portfolio of other evauation efforts, shifting from a descriptive case-study
gpproach to the use of previoudy validated secondary data sources that enable a comparison of users
and smilar populations of non-users, and systematic sampling of organizations and users. One such
study uses State Medicaid Research File data from HCFA to identify ambulatory care sendtive
conditions (ACSC,; a proxy for access to ambulatory care) to measure differences between Medicaid
beneficiary hedth center users and users of other forms of care. These differences assess the quality
of carethat users and “non-users’ receive. Alsoin FY 1999, the Bureau has launched Breakthrough
Seriesin Diabetes, Hypertension, and Asthma, the chronic conditions of highest prevaence among
hedlth center users. These Collaboratives build gppropriate data-gathering and patient management
infrastructures within health centers and at NHSC sites to manage, treet, and measure the
improvement in user hedth status with these chronic conditions. These Collaboratives will be
expanded to assess preventive strategies such as in tobacco use and smoking cessation and in the
management of depression.
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B. Data Quality

The UDS s vdidated through edit checks and ongite reviews conducted during each organization's
project period. The*“Vadidity Report” is centra to the editing process. This report includes numerous
cross-checks of the data including mathematica errors, discrepancies and logica discrepancies both
within and between tables. As data are collected over time, interna incons stencies can be identified
and addressed.

The data from UDS directly measure program performance on key GPRA indicators. number of
users over time to determine increase in access; and sociodemographic data to assure that programs
are targeting the poor, uninsured and members of minority groups to increase their access and
eliminate their hedlth status disparities. In FY 1999, the UDS will be expanded to include Sites at
which NHSC dlinicians are serving to obtain a more complete picture of Bureau program impact.
These data are used to drive budget decisions at the Agency level. They are dso compiled at the
Regiond leve to be used by Fidd Offices to provide assstance to grantees where necessary.

Thereaults of the User/Vist Survey of 1995 will be compared with the results of the repest survey in
FY 2000. These data provide important measures of the extent to which hedlth centers are diminating
hedlth status disparities. They aso provide important “customer” information about satisfaction with
care and percaived hedth status. Currently, most of the GPRA measures of hedth status disparity
reduction rely on these results (e.g., glycohemoglobin tests for diabetics, blood pressure control for
hypertensives, up-to-date Pap, clinica breast examination, and mammography for at risk women).

Studies of the data obtained from these Collaboratives will be used to validate the patient-specific data
obtained through other methods such as the User/Vist Survey. Also, the data will assure that Bureau
performance measures will extend from proxies for outcomes to actua outcomes (i.e., measuring
actud glycohemoglobin levelsin addition to measuring the percent of health center diabetics who have
up-to-date testing at recommended intervas). Individua sites will be able to use these data to assess
their own performance over time. The Bureau isworking closaly with HCFA to expand its ACSC
andyses to address the quality of care received by dl Medicaid beneficiaries including hedlth center
users. These comparisons will enable HCFA to continuously improve the health services delivered to
Medicaid beneficiaries at a variety of sites beyond hedlth centers.

The Bureau conducts its own accreditation process which isintended to vaidate some of the
information collected through the UDS. Studies of the data obtained from the Collaboratives will be
used to vaidate the patient-specific data obtained through other methods such as the User/Vist
Survey. In sum, the Bureau will useits certification process at health centers and Stes to determine the
vdidity of data collected both in the UDS and from the User/Vigt Survey. In establishing the data
infragtructure for the management of chronic diseases, the Bureau will be able to obtain information to
vaidate the data collected from the UDS and the User/Visit Survey.
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The andyses of clams data on Medicaid beneficiaries a multiple sites beyond hedth centers dso will
be used to judge the vdidity of the information collected on hedth center users from this and other
SOurces.

C. Performance I nformation on Data Sour ces

The Bureau has used health center effectiveness studies, literature reviews, NHIS and NHAMCS
results, and other specid studies to develop basdine estimates. In some cases, the basdline estimates
are not directly comparable. With an additional year of UDS data, the Bureau will be able to useits
own trend data to benchmark its performance. With plans to launch the User/Vist Survey againin FY
2000, the Bureau will have comparative data to assess its measures of hedth status disparities. The
Bureau is expanding and modifying the survey instrument to obtain critica information on measures of
access to care and perceived functiona capacity. The Bureau has used HP 2000/2010 targets to
asessits program performance currently. Where performance has met or exceeded those targets, it
has set new “stretch” targets to continuoudy improve performance.

The Bureau is currently developing its integrated management information system (MIS) to assure
direct transmission of datato a centrd repository. This system will have edit checks and internd
vaidation monitoring programmed into its components. This MIS will assg in assuring the vaidity of
performance data collected.

D. Data Limitations

Over the 1996-1998 period, UDS data have been collected from nearly 100% of hedlth center
grantees. The UDS contractor works closaly with grantees to provide technical assistance when
necessary to assure completeness of reports.  Some grantees neglect to submit one or more specific
tables, but the “N” for these tables has never been below 95% of the total number of grantees.
Grantees need until February 15 to complete their reports. Preiminary table summaries are provided
by early April and find table summaries by mid-Jdune. This time frame has been necessary to assure
the receipt of responses from al grantees and the completeness of each report. Program managers
have stated that receipt of data by mid-Juneis barely sufficient to assist in important decision-making.
The Bureau is making every effort to shorten these time frames. Firg, it will make virtualy no changes
inthe FY 1999 tables so that grantees can become even more accustomed to format. Second, it will
implement the eectronic submission of reports and training of granteesin submission of reportsin FY
1999. A pilot test of the dectronic submission for hedth centersin Region X reveded significant
reduction in errors in reports and less time spent on assuring completeness of the reports. The Bureau
anticipates that program managers will receive table summariesin fina form well before June for the
FY 1999 collection.

Although the User/Vidt Survey sample Sze is sufficiently senstive to obtain Nationa estimates, it is not
robust enough to obtain substantia detailed information on subgroups of the minority user population.
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The Bureau will conduct specid surveysto “oversample’ hedth centers and Sitesthat are likely to
provide this detailed information, consstent with the Presdent’ s Initiative on Race.

The Breakthrough series is alabor-intensive process where the Bureau anticipates that 100 sites will
participate in the first year and that number will grow over the next 3-5 years. The Collaboratives use
a“train-the-trainer” methodology to enhance the “ spread” to other hedlth centers and sites. Until
Collaboratives are in place at dl Bureau-supported Stes, it will not be able to achieve its ultimate
vdidation gods.

HIV/AIDS Data Collection Efforts
(HIV/AIDS Bureau)

A. General Description of the Sour ce/System

HRSA'’s HIV/AIDS Bureau is currently developing a data syslem in order to streamline and amplify
reporting by Ryan White Care Act (RWCA) grantees while establishing a minmum set of data
reporting requirements for dl RWCA Title programs. This system is referred to as a crosstitle data
system.

The HAB Office of Science and Epidemiology (OSE) staff have been working with Titles|, 11, I11, and
IV program representatives for the past year on the task of integrating the aggregate reports completed
by RWCA grantees from Titles I-IV into one report form. Modifications have been made to the
individud Titles data report forms in order to reduce reporting burden, standardize data collected
acrosstitles so RWCA programs can be examined as awhole, and to provide more detailed account of
the types of clients served.

In its initid draft form, the revised crosstitle prototype data collection form was composed of ten
sections.  These sections were congtructed to gather grantee and provider-level information in the
following aress.

Section 11 Ryan White Care Act Funding Streams and Administrative Services
Section 2: Generd Information about Grantees and Providers
Section 3: Program Specific Questions— Titles| and |1
Section 4: Hedlth Insurance, Income, and Other Demographic Information
on Clients Receiving Ambulatory, Outpatient Medica Care
Section 5: Demographic Information about HIV+ Clients Receiving Other Services
Section 6: Title I11 Program Specific Questions
Section 7: Title IV Program Specific Questions
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Section 8. AIDS Pharmaceutica Assgtance Questions
Section 9: Hedth Insurance Continuation Program Questions
Section 10: Optiona Client-Level Medica Care Outcome Measures

Through an external review, that included CARE Act grantees, HIV/AIDS Nationa Groupssuchasthe
Nationa Association of State and Territorial AIDS Directors (NASTAD), CDC, and HRSA Regiona

HIV gaff, HAB is attempting to reach a consensus on what data eements are useful to collect in an
aggregate reporting system as well as a consensus on how they will be used. OSE hopes to reach a
consensus on how data should be collected and moved from providers through grantees to HRSA.

OSE's approach will be to require aggregate reporting, usng a revised crossitle report form, but

encourage grantees to develop client-level reporting systems in order to capture the report information.

The Bureau will offer technicd assistance to al grantees that are willing to develop and maintain a
client-level reporting sysem. The Bureau will offer grantees database software, RW CAREWare, for

aggregate reporting of the new crossitle data as well as built in modules for ther individud dient-leve

data collections.

Two mgjor issues have been integral to the externd review. What datais absolutely necessary to collect
through an aggregate reporting system and what could be collected through specid studies or specid
sampling frames? A second draft is being prepared based on externa input and will be piloted during
the Spring/Summer 2000.

OSE aso collects dlient-leve data from a select group of eight grantees who have agreed to participate
in demongration projects for the purpose of collecting such data. The development of the dient data set
began in 1991, and implementation began in 1994. Development grew out of a desire to perform
andyses on individuds rather than exclusvely with summary data. The purpose of the client data set is
to collect and andyze demographic information, hedlth indicators, and service utilization data on
individuas who receive services from providers who are funded by the RWCA.

RWCA grantees from 5 cities (Anaheim, CA; Los Angeles, CA; Middlesex, NJ; San Francisco, CA;
and Washington, DC) and 3 dtates (California, Michigan, and Virginia) participate in the client level
demongration program.  Providers collect intake and encounter data using prescribed data
specifications from HAB and grantees recelve the provider data, verify and unduplicated these data,
and send the data set to HAB every 6 months. The greatest limitation of the dient level data sysem is
that the non-representativeness of the Sites participating in these dlient-level data collection efforts limits
the generdizability of ther results. A competitive Request For Contracts will be let in Summer 2000 to
establish anew group of participating Sites that will be more geographicaly representative.

HRSA’sHIV/AIDS Bureau a0 is collaborating with federal agencies on implementing heath outcome
measurement systems for HIV/AIDS. A joint CDC/HRSA effort is underway to improve the
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usefulness of survelllance data for monitoring RWCA grantee performance.  Currently, both agencies
are conducting a joint pilot demondtration in four U.S. cities, the HIV/AIDS Care Sampling Pilot, to
produce estimates of population parameters, with confidence intervas, of clinica outcomes for persons
with HIV infection and /or AIDS. Variables to be collected include diagnoses of AIDS-defining
opportunistic conditions, receipt of prophylactic treatments, and prescription of anti-retrovira
medications.  If these demondrations are successful, nationwide implementation of this survelllance
system will occur. The pilot stage will continue through the year 2000.

A joint AHRQ, SAMHSA, OPSE, and HRSA effort isfunding aHIV Managed Care Association pilot
study that collects medica resource utilization deta by people living with HIV in 20 sites. Demographic,
stage of illness, and trestment data are collected. The pilot is expected to result in a standard set of
data dements for the 200 Association providers, most of who are RWCA funded, that reports on a
regular basis red-time estimates of HIV medical resource use. This pilot effort is expected to continue
through the year 2000.

While these large scae data collection efforts are being developed, HRSA is funding senting grantee
dtes to andyze exising multi-provider data sets for CARE Act related impact and outcome data.
Studies focus on specific questions and specific populations, such asthe impact of new treatments on
perinatal transmisson of HIV in selected Title IV Stes and the impact of the provision of ancillary
services on the entry into and retention in primary medica care. The non-representativeness of the Sites
participating in local evauation studies limits the generdizability of thar results

B. Data Quality

All grantees who receive funding from any of the Titles|, 11, 111, and IV will be asked to complete the
crosstitle data collection form according to their preferred format, i.e., completing a hard copy or
completing the survey onthe HAB website. All datawill be sent to the data coordination contractor for
OSE, who will be responsible for cleaning and editing the data and producing a correct master
database for andyds by OSE employees. The overal data results will be reported on the HAB
website and automated data reports will be mailed to al grantees. Data collected using the crosstitle
data collection instrument will provide messures of the numbers of dients served and types of services
offered by each grantee and their provider network.

For dl remaning data systems, providers collect intake and encounter data using prescribed data
specifications from HAB and grantees receive the provider data, verify and unduplicated these data,
and send the data set to HAB on a scheduled basis. Data edits checks are mandated by HAB for dl
data support contractors. Edit checks are completed for each grantee's origind data submission and
data verification reports are produced and mailed back to each grantee for verification. Only after the
data from a given grantee has been verified through this process are the data included in the master
database.
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Theclient level data collection syslem now contains outcome measures that can be used to measure the
extent to which servicesrendered usng RWCA funds have produced desirable results. Variablesto be
collected include diagnoses of AIDS-defining opportunigtic conditions, receipt of prophylactic
treatments, and prescription of anti-retrovird medications. These measrues are also a voluntary
componet of the new aggregate crossitle sysem. Our data collection contracts indude vaidation of
the data through edits and logic checks. We do not have |G or independent audits.

C. Performance Information on Data Sour ces

HAB currently has vdid data from grantees recaiving funding from any of the RWCA title programs for
1996, 1997, and 1998. Data for FY 1999 will be available in January, 2001.

The dient level data system will be expanding to include additiona grantees starting in September,
2000. These grantees will be Title I and Il sites who voluntarily agree to collect client level data and
report the data to OSE on a scheduled basis.

D. DataLimitations

Datareported as part of the crossitle system will be aggregate level data. One limitation of this type
of data is the type of questions that can be answered usng these data. For example, data from this
system will provide the number of clients served by each grantee usng RWCA funding, however, it is
not posshle to determine the exact number or combination of services recelved by each individud
client. A second limitation is that the system contains duplicated detafor clients, i.e, it isimpossible to
determineif anindividud client received RWCA-funded services from more than one provider.

These types of limitations have been addressed, firgt, by giving grantees the option to participate in a
client-leve reporting system, which can address questions concerning the relationships across variables
for individud dients. RWCA grantees who dready collect or are willing to collect client-level data and
submit it to HAB can compete for HAB funding to do so. HAB aso funds specia locd evauation
projects to examine sgnificant RWCA service issues.

M aternal and Child Health Reporting System
(Maternal and Child Health Bureau)

A. General Description of the Sour ce/System
Maternal and Child Hedlth Bureau (MCHB) Block Grant

In late 1997 the Materna and Child Health Bureau (MCHB) completed an extengve collaborative
effort with the States to re-engineer the Maternd and Child Health (MCH)Block Grant Annua Report
and Application Guidance into a single process to meet requirements for State Block Grantsunder Title
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V of the Socia Security Act. Aspart of the effort, MCHB and the States built into the new guideines
the concept and reporting requirements for a Performance Partnership that introduced performance
measurement to the Title V Block Grant program. The annud report and gpplication submitted by each
State now contains 18 standard performance measures which al States report, setting target values for
each measure for a five-year period, and reporting annudly on their actual performance. Smilar
targets, and performance levels, are reported on 6 standard outcome measures, and 7 to 10 additional
specific measures set by each State. The data, contained in the annua report and application submitted
each duly, report achievements for the prior fiscd year, and set gods for the subsequent fiscal yeer.

MCHB Title V Discretionary Grants, Hedthy Start Grants, and Emergency
Medica Servicesfor Children Grants

The Materna and Child Health Bureau is taking the same approach used for the MCHB Title V Block
Grant System to develop a system, or possibly systems, for MCHB Title V Discretionary Grants,
Hedthy Start Grants, and Emergency Medica Services for Children Grants. The process of setting the
performance standardsis aready well under way with the Hedlthy Start program, whereforms and data
definition sheets have dready been pilot-tested. In Emergency Medica Servicesfor Children (EMSC),
development is aso wdl advanced, with initid testing completed. Clearance packages for OMB
submisson arein process. Development of performance measures for the Title V Discretionary Grant
programs, including Specid Projects of Regiona and Nationd Significance (SPRANS) and Community
Integrated Services Sysems (CISS), isnow in process. The same type of automated data collection
mechanism used in the Title V ERP is expected to be developed for each or dl of these programs, and
is planned to be operationa by late Spring, 2000.

B. Data Quality

The actua collection and reporting of the data for the Annua Report and Application has been greetly
amplified by the introduction, in early 1998, of an automated Title V Electronic Reporting Package
(Tite V ERP). The Title V ERP provides pre-formatted and interactive data entry that helps assure
standardized data across States, and gregtly smplifiesthe data entry process. All caculations (ratios,
rates, percentages, aswell as totals) are done automaticaly, tables are interlocked where data overlap,
and higtorical data are preserved so that only the annua datafor the year in question need to be newly
entered. Required data must be entered before the ERP will transmit, and the system performs
immediate checks for many commonerrors (out of range vaues, dpha entries in numeric fidds. inverted
ratios, etc.) Certain values which exceed statutory alowable limits trigger eectronic flags, and open
notation fields and/or require justification or waiver requests to be filed.

Great care was exerted in the development process to assure that performance measures are valid
indicators for the specific concerns of the program. Detailed definition sheets were developed for each
measure which address, among other things, the sgnificance and rdevance of each measure. The 7 to
10 spedific measures developed by each State must meet the same requirements.  All of the standard
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measuresrelateto the overdl objectives of the Title V' program, while the State-specific measuresrelate
to spedific identified needs in each State, and the program interventions designed to address those
needs.

C. Performance I nformation on Data Sour ces

The firg year of data was both useful, and a chdlenge. It marked the first time that there could be a
dngle automated data set containing performance data on the MCH programs in al 59 States and
Jurisdictions. It proved to be a chdlenging task to actudly accomplish this. The data reported in the
first year presented a number of difficulties. Not al States were able to report al required items, nor
were they dl reporting for the same time periods, nor were dl items reported congstently for the same
time period. Some data were estimated, some data were available only in dternate years, etc.
Nevertheless, the data Stuation is far better than it was prior to the ERP. now the variations and
variabilities are known, and clearly documented. In the second year, many States reported progressin
obtaining needed data, and in atimely manner.

Some data, especidly vita Satidtics data, have traditiondly required extensive editing, a the case levd,
before totals and indices are considered reliable. For thisreason, MCHB sometimes uses CDC data,
instead of the more-current, but potentidly less accurate data reported by the States, in developing its
performance indices for this annua performance plan.

The ERP has largdy proven itsdf, and is not in need of serious revison.  Similarly, the data definition
sheets have more than proven their vaue. A data reporting system, designed to make the large data set
of State performance data available to policy makers and to the States, has been in testing, and has
proven an incentive for increesing data qudity. Prdiminary andyss has helped darify some of the
differences between States,

D. DataLimitations

As noted above, not dl States had dl required items available for the same uniform time periods, or
even every year. MCHB has proposed an initiative to assst the States to develop and implement
remedid stepsto improve their data collection, tabulation, editing, anadlyss, dissemination, and use. This
effort will be closdly coordinated with the State MCH Directors to assure their data needs are met.
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Health Professions
(Bureau of Health Professions)

A. General Description of the Sour ce/System

The Bureau of Hedlth Professions (BHPY) has been working for severa years to develop a systematic
approach to collecting and measuring outcome performance data on the Bureau's Titles VII and VIII
hedlth professons and nurang education programs. At the core of the Comprehensive Performance
Management System (CPMS) are cross-cutting outcome indicators which measure activities common
to most programs and measure the aggregate effects of grantee achievements in support of the goal.
The indicators are, in turn, associated with gods established by HRSA. The outcomes and indicators
have been vaidated by representatives from hedlth progressions associations and leaders in hedth
professions schools.

The Bureau is meking steady progress in collecting data directly from its grantees to measure progress
for al outcome areas associated witheach cross-cutting goal. A CPM S demonstration project in 1998
showed that it would be both feasible and desirable to capture required performance information in a
more streamlined manner. The firgt data from this project became available to us in December 1999 -
just prior to preparation of the report.

The BHPr is now deveoping an automated version of the CPMS data collection instrument. With the
automated indrument each grantee will be able to access the data collection instrument from the BHPr
Web site, download the instrument to their computer, complete the form and send it back to BHPr
eectronicaly. The requirements for the automated instrument, including the built-in edits, are based on
findings from the demonstration project and an advisory group composed of representatives from
grantee inditutions. We expect to have the indrument available for automated collection of FY 2000
data by October 2000.

B. Data Quality

As indicated above, the BHPr has worked for severa yearsto develop, test and refine the CPMSS, the
data collection instruments and the editing standards and methods to be used during data input.

The firda CPMS data collection from grantees was conducted in the first and second quarters of FY
1999 when each grantee downloaded a data collection instrument from the BHPr Web ste. The
grantee then filled in the information by hand and mailed it to BHPr. BHPr personnd reviewed the data
input tables contained in each report for completeness and internal consistency. The reviewer, for
ingtance, were expected to perform range vaidation checks, check the summation of rows and columns
and the cdculation of percentages, and make comparisons between logicaly related fidds. Those
reports which did not meet the standards were returned to the program offices and program officers
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contacted the grantee organization to make the necessary changes. Those reports which passed the
edit checks, induding those that were corrected after initia rgection, were sent to the contractor for
data entry.

BHPr will use these methods to process the grantee reports for FY 1999 which will be submitted
during the fird and second quarters of FY 2000. The BHPr will, however, modify the tables and
procedures based on lessons learned in the FY 1998 data collection activity.

The CPM Sdata, collected from dl grantees as a condition for continuation of the grant, is enumerative.
BHPr will use counts, sums and other basic descriptive statistics to andyze and report the data.

C. Performance Information on Data Sour ces
The basdine data, going back to FY 1998, is composed of data collected from grantees prior to

beginning the CPMS. Those performance data sources was compiled from program records, grantee
applications and progress report.

D. DataLimitations

BHPr initiated the CPMS in response to the need to improve data avail ability, qudity and timeliness. It
is recognized that the quality of CPM S can be no better than the quality of data submitted by grantees.
As part of implementing Public Law 105-392, BHPR defined data requirements to be addressed in
competitive grant applications. To emphasize the importance of high quality data, BHPr dso is
requiring organizetions which submit gpplications for competitive grants beginning in FY 2000 to
describe the methods and systems that will be used to accuratdly collect and submit CPM S and other
performance data. Grantees with deficient systems are required to present a corrective action plan for
getting them to an acceptable levd.

During FY 2000 program officiaswill evauate grantee data collection and reporting methods and the
veidity of CPMS data during technicad assistance vidts to grantees. BHPr program officids will
compare CPM S data againg data submitted by grantees in their compstitive grant applications to
determineif the datais reasonable in relation to data collected from other sources.

Rural Health
(Office of Rural Health Policy)

A. General Description of the Sour ce/System
Beginning in 1992, the Office of Rura Hedth Policy began collecting project and population
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informationon its Rurd Hedth Outreach program grantees during the annud grant review process. The
data collected includes the primary focus of the project (e.g. case management, consumer health
education, emergency care, etc.); an estimate of the time spent on the service; the percent of each
population group (African American, American Indian, Asan/Pecific Idander/Alaska Nétive,
Caucasan, Hispanic) served; and a numeric estimate of the population mix (e.g. adults, children,
elderly, etc.), and information on project participants and other data.

In FY 1999 the Office revised the data collection form dightly for clarity and aso added two
questions, 1) to determineif the project serves an MUA or HPSA, and 2) to find out if the granteeis
replicating a previoudy successful project. These efforts will provide short-term information on the
program. Because the grant period isfor only three years, long-range studies are not possible.

In addition, the Office has been working with a contractor to hep in the decison making processin the
selection of grantees. Toward this end, the contractor has identified the critica factors that contribute
to the success or failure of service ddivery modds. These critica factors have been incorporated into
the grant program guidance issued to potentia gpplicants and are used in the evauation of
gpplications. In FY 1999 ORHP worked with the contractor to develop methods to better
understand the vaue of outreach grantsto rurd communities and the impact on loca services. The
Office will dso develop an information collection instrument/strategy that will be submitted to the
Office of Management and Budget for gpprova in FY 2000.

A.2 Changes and I mprovements Over Previous Y ear

HRSA has made a number of improvementsin the FY 2001 verson of its Annua Performance Plan.

Continued Improvement in Data Sources and Information

The agency has made a concerted effort to strengthen the leve of data sources and information used
to measure performance goals. Thisis an areathat will require continuous attention. Many of these
dataissues are discussed above in the section on Approach to Performance Measurement. Thisaso
provides additiond information on the data sources that are being utilized and progress made in
improving data sysems.

Improved Linkage to Strategic Plans

HRSA has structured its performance gods for the FY 2001 Plan in the context of four strategies.
- Eliminate Barriers to Care
- Eliminate Hedlth Digparities

211



- Assure Quadlity of Care
- Improve Public Health and Hedlth Care Systems

Each performance god is targeted to one of these four strategies, and is shown as such in the summary
charts developed for each program activity.

In addition, since the find Strategic Plan of the Department of Health and Human Services was
submitted to the Congressin the fall of 1997, HRSA has been better able to link its performance goals
with the god's and objectivesin that Strategic Plan. For each of the sx HHS goads, HRSA has
provided examples of program activity and FY 2001 performance goas. A matrix isincluded later in
the Appendix which provides examples of thislinkage. During the past year, HRSA has continued to
work on adraft of its own Strategic Plan. The agency is continuing to receive input as to the structure
and specificity of the objectives.

Review of Performance Goas
HRSA has continued to review its performance goas to determine opportunities for improvement.
The performance gods for the Hedlth Centers program, for example,

have been expanded to include the extent to which Nationd Hedlth Service Corps physicians are
retained in service to the underserved. The Hedth Center goas which relate to Healthy People 2000
targets now show both the HP2000 target and the comparable Health Center target.

The Program Management performance plan includes new performance goas amed a improved
information technology management. These include gods to improve accesshility to the HRSA data
warehouse; and to ensure critical infrastructure protection.

The Bureau of Health Professons has continued to refine it gpproach to integrating performance gods.
In thefirgt year of performance planning, individua performance plans were developed for each of
some 26 health professions and nursing training programs. For 2001, the performance plans for these
programs are integrated into one plan which is presented in terms of seven cross-cutting indicators. It
focuses, for example, on the effect of dl hedlth professons programs on increasing diversity by
increasing the number of minority/disadvantaged graduates and enrollees.

Focus on Evduation

HRSA has included a discussion of how the evauation program supports performance planning. This
includes both efforts to utilize technica assstance and training to strengthen the Agency’ s capacity to
assess program performance, and through individua studies to complement the data devel oped
through monitoring systems related to GPRA.. A discussion of the Evaluation Program isincluded later

in the Appendix.
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A.3 Linkageto HHSand OPDIV Strategic Plans

As noted above, since the fina Strategic Plan of the Department of Health and Human Services was

submitted to the Congressin thefall of 1997, HRSA has been better able to link its performance goals

with the gods and objectivesin that Strategic Plan. For each of the Sx HHS goals, HRSA provides
examples of program activity and FY 2001 performance goas. The matrix which follows provides

examples of thislinkage.

[lustration of HRSA Performance Goalsthat Support HHS Strategic Objectives

Goal 1: Reduce the Major
Threatsto the Health and
Productivity of all
Americans

HHS Strategic Objective

HRSA Activity

FY 2001 HRSA Performance Goals

1.1: Reduce Tobacco Use,
Especidly among Y outh

Primary Care:
Hedlth Centers

Performance goals aimed at reducing
disparities, such as those focused on
appropriate screening for cancer and
control of hypertension, include efforts
aimed at hedlth education and health
promotion for the target population
(includes smoking cessation counseling).

1.2: Reduce the Number and
Impact of Injuries

Maternal and Child
Headlth: Emergency
Medical Services for
Children

Increase the number of States that
require all EM SC-recommended pediatric
equipment on Advanced Life Support
Ambulances.

1.6: Reduce Unsafe Sexual
Behaviors

Maternal and Child
Hedlth: Abstinence
Education Programs

Reduce the rate of births to teenagers
aged 15-17 in 50 percent of the
participating States.

Family Planning

Increase the number of individuals
served by Title X (Family Planning)
clinics.

HIV/AIDS: HIV
Pediatric Grants

Increase the number of enrolled female
clients provided comprehensive services,
including appropriate services before or
during pregnancy, to reduce perinatal
transmission.
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HHS Strategic Objective

Goal 2: Improvethe
Economic and Saocial Well-
Being of Individuals,
Families and Communities
in the United States

HRSA Activity

FY 2001 HRSA Performance Goals

2.5 Increase Opportunities for
Seniors to Have an Active and
Hedlthy Aging Experience

Health Professions
and Nurse Training
Programs

Promote a health care workforce with a
mix of the competencies and skills needed
to improve access to cost-effective
quality care.

Goal 3: Improve Access to
Health Services and Ensure
the Integrity of the Nation’'s
Health Entitlement and
Safety Net Programs

3.1: Increase the Percentage

Materna and Child

- Decrease the percent of children

of the Nation’s Children and Hedth Block Grant without health insurance.
Adults who have Health - Increase the percent of Children with
Insurance Coverage Special Health Care Needs in the State
program with a source of insurance for
primary and specialty care.
3.2: Increase the Availahility of Primary Care: Increase the number of uninsured and
Primary Health Care Services Hedlth Centers underserved persons served by Health
Centers, with emphasis on areas with
high proportions of uninsured children in
order to help implement the State Child
Health Insurance Program.
Primary Care: Assure access to preventive and primary
Health Centers care for low income individuals.
Primary Care: Assure access to preventive and primary
Hedlth Centers care for minority individuals.
Primary Care: Increase the field strength of the National
Health Centers and Health Service Corps through
National Hedlth scholarships and loan repayment
Service Corps agreements.

Health Professions
and Nursing
Training Programs

Increase the number of faculty and
trainees in settings serving underserved
areas.
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HHS Strategic Objective

HRSA Activity

Health Professions
and Nursing
Training Programs

FY 2001 HRSA Performance Goals

Increase the number of
minority/disadvantaged graduates and/or
program completers.

Rura Hedth: Rural
Health Outreach

Develop and operate collaborative models
of health care servicesin rural areas
which will serve underserved populations.

Rura Hedth: Rural
Health Outreach

Network Development: Improve rura
health care access by developing
vertically integrated provider networks
that will involve rural health providers.

Materna and Child

Increase the percent of children with

Hedlth Block Grant specia hedth care needs in the State with
a medical/health home.
HIV/AIDS: HIV Increase the number of people receiving

Early Intervention
Services

primary care services under Ryan White
Early Intervention Services programs.

3.3: Improve Access to and the

Materna and Child

Increase the percent of children with

Effectiveness of Health Care Hedth Block Grant specia health care needs in the State with

Services for Persons with a medical/health home.

Specific Needs
HIV/AIDS: HIV Increase the number of visits for health-
Emergency Relief related care to alevel that takes account
Grants (Part A) of new clients in the program.
HIV/AIDS: HIV Increase the number of visits for health-
Care Grants to related care to alevel that takes account
States (Part B) of new clients in the program.
HIV/AIDS: HIV Increase the number of ADAP clients
Care Grants to receiving appropriate antiretroviral
States (Part B) therapy through State ADAPs during at

least one month of the year.

Goal 4: Improve the Quality
of Health Care and Human
Services

4.1: Promote the Appropriate
Use of Effective Hedlth
Services

Health Professions
and Nursing
Training Programs

Promote a health care workforce with a
mix of the competencies and skills needed
to improve access to cost-effective
quality care.
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HHS Strategic Objective HRSA Activity FY 2001 HRSA Performance Goals
Primary Care: Decrease the proportion of health center
Hedlth Centers users who are hospitalized for potentially
avoidable conditions (i.e., conditions
sensitive to ambulatory care
interventions).
4.2: Reduce Disparitiesin the Primary Care: Performance goals aimed at reducing
Receipt of Quality Hedlth Care Hedlth Centers disparities in the areas of screening for

Services

cervical and breast cancer, hypertension,
and diabetes.

Health Professions
and Nursing
Training Programs

Promote a health care workforce with a
mix of the competencies and skills needed
to improve access to cost-effective
quality care.

Special Programs:
Organ Procurement
and Transplantation

Increase by 20 percent the number of

minority organ donors nationally from
implementation of the final HCFA Rule
on Conditions of Participation.

Goal 5: Improve Public
Health Systems

5.1: Improve Public Hedth
Systems' Capacity to Monitor
the Health Status and Identify
Thrests to the Health of the
Nation's Population

Health Professions
and Nursing
Training Programs

Promote a health care workforce with a
mix of the competencies and skills needed
to improve access to cost-effective
quality care.

Goal 6: Strengthen the

Nation’s Health Sciences
Research Enterprise and
Enhance its Productivity

6.4: Increase the
Understanding of and
Response to the Major Issues
Related to the Qudlity,
Financing, Cost and Cost-
Effectiveness of Health Care
Services

Rura Hedth: Rurd
Health Policy
Development

Rural Health Research Grant Program:
To conduct and disseminate policy
relevant research studies in each of
ORHP s rura research centers, with a
particular focus on the implications of the
Balanced Budget Act of 1997.
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A.4 Performance M easurement Linkages with Budget, Human Resour ces, Cost Accounting,
Information Technology, Capital Planning and Program Evaluation

Budget

In the FY 2001 HRSA budget, performance measurement is linked with every significant program
dement for which funding is requested. As required by statute, the HRSA budget proposas
incorporate performance measures which attempt to gauge and identify the outcomes and benefits to be
achieved by the implementation of the program increments. It is expected that the incluson of
performance measurements in annua funding requests will enable the Congress and Executive Branch
policy-makers to assess the vaue and success of HRSA's programs in the context of nationa priorities
and benefits to the American people.

Human Resour ces

HRSA has devoted a considerable effort to workforce planning. An analysis was conducted on the
requirements for and distribution of FTE's, both in headquarters and in the field offices. Thishasled to
aredigtribution of positions and to a recognition that staff resources will need to be enhanced in certain
growing program aress.

HRSA has dso provided strong support for the Quality of Work Life (QWL) Initiative. HRSA’splan
is divided into three (3) sections Employee Deveopment; Employee Hedth and Fitness, and

Workplace Improvement. To implement the plan, HRSA appointed a QWL Implementation Team,

with representation from headquarters and the fidd. The work of the Implementation Team was
conducted within 3 sub-groups, which focused on the 3 subject areas. A mgor focus is on increasing
investment in workplace learning.  Through the HRSA Career Resources Center, employees have
access to workshops, printed materids and computer programs which increase their participation in
workplace learning. The CRC g&ff is continuing to develop workshops to address the issues identified
in the Training Needs Assessment, induding leadership, coaching, time management, and mentoring.

Through a contract with Loyola College, HRSA gives employees the opportunity to participate in
classroom indruction designed to enhance their job skills and knowledge. HRSA is aso offering a
number of pecid opportunities across the Agency including Master of Business Adminigtration (MBA)

programs and women’ s leadership programs.

Cost Accounting

HRSA produces financid statements for each of its Sx mgor GPRA program areas. Primary Care,
Hedlth Professons, Maternal and Child Hedth, HIV/AIDS, the Office of Specid Programs and Rurd
Hedth. In addition, satements are produced for Family Planning and Bureau of Prisons activitieswhich
are finenddly under HRSA but are located in other organizations. The statements report financia
position and the net cost of operations and are based on accounting records maintained for HRSA by
the Program Support Center.
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Cost accounting is an important tool for decison-makers in assessing the value and potentia of budget
increments and program initiatives.

I nformation Technology

As a by-product of HRSA's cepitd planning efforts, the Office of Information Technology has
developed aHRSA IT investment portfolio comprised of al information technology initiatives, systems,
and other IT investments. The planning document, “HRSA Information Technology Investments,”
detalls the mgor systems, misson-critica systems, Presidential Decision Directive 63, and dl other IT
systlems or initiatives, induding ongoing initiatives, that HRSA has planned through Fiscal Y ear 2001.
The IT portfolio will be used to identify any performance gap between existing capabilities and
objectives highlighted in the strategic plan.

Capital Planning

Following the legidative requirements and guidance for capita planning addressed in the GPRA and the
Clinger-Cohen Act (CCA) of 1996, HRSA s chdlenged to make technology decisons in a business
context to ensure an acceptable return on investment (ROI) and direct linkage to the department’s
mission and drategic objectives.

In 1997, HRSA established an Information Technology Board (ITB) to develop acapita planning and
invesment review process which meets the requirements of CCA, and standardize the information
requirements for review and approva of information technology (IT) investments. The ultimate god of
the ITB is to asss HRSA in making better IT decisons that measurably improve organizationa
performance.

By Fisca Year 2001, HRSA will implement an information system to track IT projects and increase
linkage to the expenditure of funds. HRSA is currently evduating the Information Technology
Investment Portfolio System (ITIPS); a system which is supported by the Federa Chief Information
Officer (CIO) Council. The “ided” tracking system is one that will capitalize on agency-specific
linkages between IT capital planning and other processes such as invesment planning, budgeting, and
procurement execution.

Program Evaluation

The purposes of the Hedlth Resources and Services Administration (HRSA) evauation program are to
enhance drategic and peformance planing and reporting, strengthen budget and legidative
development, and improve program management. HRSA's evauation priorities are to (1) develop and
support performance measurement, (2) evauate program effectiveness and impact, (3) assess program
implementation, and (4) conduct crosscutting policy analys's, such as environmental assessments.

218



Performance measurement includes technica assistance and training to strengthen the agency’ scapacity
to respond to the requirements of the Government Performance and Results Act (GPRA), andto lay a
foundation for assessing program performance over time. In 1995, HRSA completed a study that
edtablished a performance measurement basdine for al operating programs, usng a common
framework to develop program-specific logic modds HRSA hasinvested subgtantia funding over the
past four years to provide technica assstance tailored to the needs of individuad agency programs.
These efforts have been focused on (1) asssting with identification of indicators and measures and
development or refinement of data sysems, and (2) helping HRSA components to enhance their
capacity to plan for, collect, andyze and use the performance information submitted by grantees for
program management aswell as for preparing GPRA-related documents.  Oneresult of this technical
ass stance was a partnership betweenthe Maternal and Child Hedlth Bureau (MCHB) and the States to
develop a set of standard performance measures for the Maternal and Child Hedlth Block Grant that
are now being used by MCHB and the Statesin god setting, performance reporting, and performance
monitoring. Building on these program-specific efforts, work began in 1998 to link the HRSA drategic
plan, annua performance plans and budgets through a set of HRSA-wide performance strategies.
eliminate barriersto care; diminate hedth disparities; assure qudity of care; and improve public hedth
and hedth care systems. An ongoing project, Crosscutting HRSA-Wide Performance Strategy, has
supported this effort.

Program effectiveness studies assess intermediate and longer-term outcomes or impact of programs in
relation to thar intended gods. For example, the Impact of Community Health Workers on Access,
Use of Services and Patient Knowledge and Behavior showed that use of community hedth workers
in HRSA-funded programs led to increased access to care for patients, and to increased knowledge of
nutrition and other topics to promote a hedthy lifetyle. The ongoing sudy Effectiveness of the
National Health Service Corps is assessng the programover time, usng retention in primary care and
related professions as one measure of effectiveness. The National Evaluation of the Healthy Start
Program, aso ongoing, is a multi-year study with both outcome and process components. The find
report will present findings on the impact of the program on infant mortaity and birth outcomes in
Hedthy Start sites, compared with matched comparison communities The fina report of the process
component, The Implementation of Healthy Start: Lessons for the Future, is included among
sudies completed in FY 1998. Another ongoing project, Comparison of Services Received and
Hedth Outcomes for Persons Funded by the CARE Act and by Other Sources, compares
demographic characteristics, services needed and provided, and health outcomes between persons
recaiving CARE Act-funded services and the genera trestment population. Finally, the current study,
Employment Stes of Nursing Graduates Supported by the Professional Nurse Traineeship
Program, isassessng the impact of a funding preference in the grants process on the achievement of
the program objective of increasng access to care in underserved communities.

Environmental assessment concerns the ways in which forces in the larger society affect HRSA
programs or progress toward achieving crosscutting goas and objectives. For example, the ongoing
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project Managed Care and Safety Net Providers is examining theimpact of Medicad managed care
and other changes in health care coverage on the future viability of safety net providers operating in
primary care settings, induding grantees of HRSA-funded programs such as Community Hedlth
Centers. A completed study, Pacific Partnerships for Health: Charting a New Course for the 21st
Century, outlines hedth status and access issues for the populaions of Sx idand jurisdictions and
recommends approachesfor improvements. Findings from a current project, A Pilot Study to [dentify
Infrastructure Building Across HRSA Programs will improve HRSA’s underganding of the
interaction and effects of its programs in the context of health syslem changes and shifting population
needs.

Program management studies provide information for developing and implementing a program.

The completed sudy, Data Collection and Budget Forecasting Strategies: A Primer for State
AIDS Drug Assistance Programs, produced a primer that will enable the State-administered AIDS
Drug Assistance Programs to estimate their expenditures more accurately and, consequently, administer
the federal funds more ficiently. The Strategies for the Recruitment, Retention, and Graduation
of Hispanics into the Baccalaureate Level of Nursing, developed a model that can be used by
inditutions of higher education seeking to increase the proportion of Higpanic Americans admitted to
baccd auregte programs as therr initia entry into nursing education.

In addition, HRSA supports activities to enhance the qudity of evaduation agencywide, such as by
funding short courses in evauation for staff, encouraging presentation of HRSA sudies at nationd
conferences, and expanding the capacity of agency daff to provide skilled technica assstance on the
framing, design and implementation of studies. Broadening of dissemination of study productsthrougha
variety of dectronic and other gpproaches aso will continue to be a priority through 2001.
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HEALTH RESOURCESAND SERVICES ADMINISTRATION

A.5. COMPARISON OF ORIGINAL FY 2000 TARGETSWITH REVISED
FY 2000 TARGETS

Performance M easure

Original FY 2000
Targets

Revised FY 2000 Targets

Health Centers, 1.A.1.

Increase the number of
uninsured and underserved
persons served by Health
Centers, with emphasis on
areas with high proportions of
uninsured children to help
implement the SCHIP
program.

9.025 million served

9.6 million served

Due to increased funding in FY 2000.

National Health Service Corps
I.B.1.

Increase the field strength of
the National Health Service

Corps through scholarships and
loan repayment agreements.

Field strength:
2,426

Field strength: 2,697

Due to reestimate of obligated individuals

National Hansen's Disease
Program, |.A.1.

Provide residential care for the

current HD residentia patients
a Carville.

75 patients

52 patients

The original estimate for FY 1999 was that
80 patients would be involved in this
option. The actual performance for FY 99
was 60 patients. Thisis due to a higher
degree of acceptance of the option to
receive an assisted living allowance and to
live independently.
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Performance M easure

Original FY 2000
Targets

Revised FY 2000 Targets

National Hansen's Disease 50 patients 59 patients

Program, [.A.2

Provide payment of assisted The original estimate for FY 1999 was that

living allowances for those 46 patients would accept this option. The

long-term residential patients actual FY 99 performance was 60

willing and able to live patients. The estimate for FY 2000

independently. reflects this initial higher level of
acceptance of stipends than originally
projected.

Federal Occupational Health 352,000 served 212,000 served

Program, 1.B.1,

Clinical Services: Provide FY 00 target is based on actual FY 99

needed basic clinical services performance of 198,000. The actual

to Federal employees. performance level is stated in terms of the
federal population covered by FOH clinical
agreements for the basic, standard
package of services.

Federal Occupational Health 29,000 services 32,600 services provided

Program, 1.B.2 provided

Environmental Health Services: Based on current data, we think that the

Increase the number of FY 00 estimate is higher than earlier

specific environmental services proposed. Projected levels are based on

provided. the volume of current business, marketing
efforts, and trends such as agency budget
pressures, competitors’ successes, and
downsizing.

AIDSHIV Emergency Relief 297 2.92M

Grants, Part A, 1.B.1

Increase the number of visits
for health-related care
(primary medical, dental,
mental health, substance abuse,
rehabilitative and home hedlth)
to alevel that approximates
inclusion of new clients.

The FY 2000 Performance Goa was
modified from the FY 1999 goal to include
the HAB’ s complete definition of medical
care, thus, not only primary medical care
per the FY 1999 goal but aso other
services as listed above. FY 2000 target
has been revised to reflect a more
accurate baseline figure for 1998.
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Performance M easure

Original FY 2000
Targets

Revised FY 2000 Targets

AIDSHIV Care Grants to 1.23M 1.53M

States, Part B, 1.B.1

Increase the number of visits The FY 2000 Performance Goal was

for health-related care modified from the FY 1999 godl to include

(primary medical, dental, the HAB'’s complete definition of medical

mental health, substance abuse, care; thus, not only primary medical care

rehabilitative and home hedlth) per the FY 1999 goal but also other

to alevel that takes account of services as listed above. FY 2000 target

new clients in the program. has been revised to reflect a more
accurate baseline figure for 1998.

AIDSHIV Care grants to 82,200 clients 74,500 clients

States, Part B, 11.B.1

Increase the number of ADAP The goal for FY 2000 has been revised to

clients receiving appropriate reflect a more accurate tracking

antiretroviral therapy mechanism.

(consistent with clinical

guidelines) through State

ADAPs during at least one

month of the year.

AIDSHIV Early Intervention 100,433 clients 110,398 clients

Services, I.A.1.

Increase the number of people Revised based on the Early Intervention

receiving primary care services Program’s successful performance (i.e., in

under Early Intervention excess of its FY 99 target).

Services programs.

AIDSHIV Early Intervention 68,300 (68%) 77,279 (70%)

Services, 11.B.1.

Increase the number of racial
and ethnic minorities who are
receiving primary care services
under Early Intervention
Programs.

Revised based on the Early Intervention
Program’s successful performance (i.e., in
excess of its FY 99 target).
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Performance M easure

Original FY 2000
Targets

Revised FY 2000 Targets

AIDSHIV Pediatric Grants 395 cases 203 cases

(Women, Children & Y outh),

8.1 Revised performance targets were

Decrease 5 percent the developed for this indicator by applying the

number of newly reported five percent annual decrease in newly

AIDS casesin children asa reported pediatric AIDS cases from the

result of perinatal transmission. original goal to the actual FY 98
performance of 225 cases based on the
udated data source for measuring this
indicator.

AIDS: Dental Services 67,000 persons 46,000 persons

Program, 111.A.1.

Increase the number of
persons for whom a portion of
their unreimbursed oral health
costs were reimbursed.

Revised based on improved data source.

Health Professions and
Nursing Training Programs

Targets included
for 6 performance
gods

Targets revised based on changes in
funding levels and improvements in data
sources.

NPDB and HIPDB, 111.B.1

Increase the use of NPDB and
HIPDB for decision-making by
gueries.

3,300,000 queries
11,100decisions

4,000,000q
13,350d

HIPDB (New)
700,000q

700d
The performance target for FY 00 was
increased by 21% to reflect the trend in
actual performance. New performance

target is presented for the HIPDB, a
program that began operation in FY 00.
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Performance M easure

Original FY 2000
Targets

Revised FY 2000 Targets

Organ Procurement and
Transplantation, 1.C.1.

Increase by 20% over two
years the number of organ
donors nationally from
implementation of the fina
HCFA Rule on Conditions of
Participation of Hospitals.

6,900

6,589

FY 00 target has been revised to reflect
more complete data now available.

Organ Proceurement and
Transplantation, I1.B.1.

Increase by 20% over two
years the number of minority
organ donors nationally from
implementation of the final
HCFA Rule on Conditions of
Participation of Hospitals.

1650

1638

FY 00 target has been revised to reflect
more complete data now available.

National Bone Marrow Donor
Program, I.C.1

Increase by 7.5% the number
of unrelated bone marrow
donors (national registry of
potential donors) over previous
year totals.

3.12M donors

4.02M donors

FY 00 target has been revised to reflect
more complete data now available on
donor recruitment in recent years.

National Bone Marrow Donor
Program, 11.B.1

Increase by 10% the number
of unrelated minority bone
marrow donors (national
registry of potential donors)
over previous year totals.

242,000 minority
donors

1,000,000 minority donors

FY 00 target has been substantially revised
to reflect that the original number
measured new donors, not total, as well as
more complete data now available on
donor recuritment in recent years which
shows the effect of targeting minority
donors.

Rural Health Outreach, 1.A.1.

Number of clients served by
rural models.

720,000 clients

764,000 clients
Based on increased funding.
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Performance M easure

Original FY 2000
Targets

Revised FY 2000 Targets

State Offices of Rural Health,
I.A.1.

States which have
implemented performance
measurement indicators.

50 state offices

32 state offices

Improved tracking system.

Telehealth, 1. A.1

Evaluate telehealth programsin
urban communities which are
designed to overcome barriers
to health care for underserved
individuals.

10 grants/25,000
served

NA: 0 Grants

Funding limited to rural projects only. In
the FY 2001 budget, a limited urban
initiative is proposed.

Telehedth, IV.A.1
Complete evaluation of rura
telemedicine grant program
and publish findings.

Final report from
encounter study,
findings from
cross-sectional
survey, and 3
papers submitted
for publication.

Draft survey package submitted to OMB;
data collection completed; meta analysis
from ongoing individual program
evaluations compl eted.

The encounter survey was originally to be
conducted in FY 99, but changes in the
actual practice of telemedicine required a
complete revamping of the data collection
forms, including the development of special
forms to document mental health and
emergency medical consultations, as well
as consultations provided during
telemedicine “speciaty clinics” Asa
result, the OMB package for approval of
the data collection instruments will not be
submitted until Spring, 2000. This will
delay data collection and the final report.
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Performance M easure

Original FY 2000
Targets

Revised FY 2000 Targets

Title X-Family Planning, 1.A.1

Increase the number of
service demonstration models
in the family planning program
focusing on underserved
populations, including males,
adolescents, substance
abusers, incarcerated
populations, and the homeless.

Male Projects. 20

Adolescent
Projects: 15

Substance Abuse: 3

Incarcerated
Grants. 7

Male Projects: 15

Adolescent Projects: 8

Substance Abuse: 1

Incarcerated Grants: 3

Based on current data, the estimate for FY
00 for both the Male and Adolescent
projects s revised.

Title X - Family Planning I.C.1.

Increase the number of
individuals served by Title X
clinics.

6.5M

5.25M

The goal statement has been revised to
reflect all clients served in the program,
not just women in the clinic setting. In FY
2001, the program is requesting additional
resources to more adequately address the
need for expanded service provision. The
estimated targets have been revised to
reflect more redistically the fact that the
overal number of clients nationwide has
remained stable in recent years and is not
expected to increase without targeted
resources.

Program Management 1V.C.1

Assure that all HRSA systems
are Y2K compliant.

18 systems

14 systems

Several systems were retired and are not
included in the revised estimate.
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